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Onginal Articles 


Malignant Melanoma of the Rectum 


SYDNEY DONALD WESTON, MLD.. F.LC.S.* 
AND 


MURRAY MARREN, MLD., A.L.C.S.*# 
BROOKLYN, NEW YORK 


sarcoma or melanoblastoma of the 
rectum is a rare and highly malig- 
nant tumor. If the eyes and skin are 
excluded, the anorectum is the most fre- 
quent site. It is the most common variety 
of sarcoma encountered in this region. 
Dawson used the term “melanoma” to 
emphasize the specific character of a 
tumor cell that contains variable amounts 
of iron-free pigment, melanin. Adair 
employed the term “melanoma” to desig- 
nate all malignant tumors derived from 
melanin-producing cells, or cells capable 
of producing melanin, namely, melano- 
blasts. These are not to be confused with 
chromatophores, which are nonspecific 
histiocytes that have engulfed granules of 
pigment. 
History.—Hippocrates first described 


*Associate Attending Surgeon, Department of Surgery 
(Division of Proctology), Maimonides Hospital, Brooklyn. 

**Assistant Attending Surgeon, Department of Surgery 
(Division of Proctology), Maimonides Hospital. 
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IJ ‘sarcoma or melanoma, melanotic 


pigmented nevus. Long before that, how- 
ever, melanoma of the rectum had been 
recognized in the lower animals. In 1806, 
Laennec first used the term “melanotic,”’ 
and in 1833, Carswell coined “melanoma.” 
Moore, in 1857, first recorded a melanoma 
of the rectum, followed in 1858 by a re- 
port by Pemberton. In 1869, Virchow 
published a case of his own and 1 by 
Maier. Paneth (1883) presented the first 
complete record of a melanotic tumor of 
the rectum and reported 8 cases. Dupuy- 
tren was the first to recognize melanosis. 
Handley in 1907 demonstrated the spread 
of melanoma cells along lymphatics and 
in fascial planes. Gant called the lesion 
a black cancer. The first comprehensive 
paper on the subject was that of Chalier 
and Bonnet in 1913. They collected and 
analyzed 64 cases. Churchman, in 1918, 
added 3 cases, including 1 of his own, to 
make a total of 67. From 1918 to 1937, 
13 cases were accounted for by Kraker 
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(1924), McQuire and Lahey (1924), Gold- 
blatt (1925), Allen (1931), Kallet and 
Saltzstein (3 cases, 1932), Landsman 
(1933), Gerritzen (1933), Marino (1934), 
Ingle (1935), Linder and Wood (1936), 
and Chisholm (1937). By 1944, 85 authen- 
ticated cases had been reported. To this 
group may be added three anorectal cases 
by Raven (1948), three by Gallard Paris 
and Roca (1949) and one by Yaker 
(1951). Historically, it would be interest- 
ing to note that ours would be Case 93 
in a rather limited series of malignant 
melanoma of the rectum recovered over 
the years. 

Incidence-—The most common site of 
this lesion in the alimentary tract is the 
anorectum, and yet less than 100 cases 
involving the rectum per se have been 
reported. In a series of 64 cases of mela- 
noma of the gastrointestinal tract analyzed 
by Chalier and Bonnet, 2 to 3 per cent 
were found in the rectum. Friedman and 
Lederer, in 3,352 autopsies, discovered 5 
(0.13 per cent) in the anal epidermis. 
Miles observed 3 cases in 1,500 cases of 
cancer of the rectum. Raven, in 1948, 
reported that in the past fifteen years 
only 3 cases had been encountered at the 
Royal Cancer Hospital, and Waugh in- 
formed him that up to 1948 there were 
only 10 cases on record at the Mayo Clinic, 
in 3 of which the tumor arose from the 
anal verge or canal. Pleeves reported 93 
cases, with no mention of any in which 
the melanoma occurred in the rectum. 
Daland and Weeks observed 1.7 per cent 
in their series of 174 cases. In 1932, 
MacCallum reported 10 cases of melanoma 
observed in 12,000 autopsies. He stated 
further that melanoma was three times 
as common in white patients as in Ne- 
groes. Howes and Birnkrant, in 1943, 
found the ratio of occurrence in these 
two races to be 1:4. They reported 32 
cases, including 1 in which the melanoma 
occurred in the rectum. Dolanden and 
Holmes reported 35 cases, in only 1 of 
which the lesion was near the rectum. 
Both Eiselt and Dieterich observed 2 rec- 
tal melanomas among 104 melanotic sar- 
comas. The sacrum, bladder and vagina 
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were never involved. Pigmented melano- 
sarcomas are twice as frequent as the 
nonpigmented variety. One of us (S.D.W.) 
reported a case of the nonpigmented 
variety in 1935. 

Histologic and Embryologic Back- 
ground.—The anal membrane ruptures 
during the ninth week of embryonic life, 
and the external depression or procto- 
derm becomes continuous with the hind- 
gut. This is the anal canal and is lined 
with ectoderm.! During the fusion, some 
of the ectodermal islands adhere to the 
entodermal lining and are pulled farther 
up the rectum as part of the column of 
Morgagni, which is formed by a tubular 
rectum accommodating itself to a smaller 
anal canal.2 The deepest cells of the 
stratum mucosum are elongated in a direc- 
tion nearly perpendicular to the basement 
membrane on which they rest. These cells 
contain the pigment portion of skin.’ 

Many theories and thoughts have been 
promulgated on the origin of these tumor 
cells. We have been able to assemble 
twenty-two divergent “reasons” for the 
establishment of these cells. 

Because of a varying microscopic ar- 
rangement of cells in these tumors, so 
that some of them resemble carcinoma 
and others resemble sarcoma, the name 
melanoma or melanoblastoma is more 
appropriate, since it classifies the neo- 
plasm according to function rather than 
structure. 

Protoplasmic fibrils are observed within 
the cells. In the benign type they are 
localized in the cell processes, but in the 
malignant forms they may run through- 
out the cytoplasm. There is evidence that 
the absence or presence of melanin does 
not affect the malignant properties of the 
cell.® 

When the pathologist contemplates a 
diagnosis of malignant melanoma, but 
finds that the specimen comes from a 
child under the age of 12, the diagnosis 
of “juvenile melanoma” should be _ sub- 
stituted.® 

The melanoblast is an autonomous unit. 
It possesses properties of survival and 
can reproduce new colonies of cells. The 
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Fig. 1—A, posterior view of abdominoperineal resection, showing black nodule of tumor in right 


anterolateral wall. B, tumor after hemisection. 


Submucosal position, extrarectal infiltration and 


vascular extension above primary tumor are well delineated by the intense pigmentation. 


melanoblast is an active cell, moving 
among the fibroblasts by amoeboid move- 
ments and throwing out branches, which 
are sometimes long and attached to the 
main body by a very thin thread. A cell 
may separate from the main body and be 
carried away to commence a new tumor. 
A single cell is able to pass through a 
long lymphatic channel and become ar- 
rested in the fine filtering system in the 
lung, liver, etc.® 

Pathologic Picture.—Melanotic tumors 
are rarely recorded as occurring in the 
Negro. Many are overlooked because of 
the difficulty of diagnosis. 

The earliest indication of pigment de- 
posit in the nevi appears in the form of 
fine yellowish granules in the swollen basal 
cells of the mole. Up to this point it is 
almost the same as normal pigmentation. 
As the lesion progresses, foci of new cells 
continue to exhibit increasing pigmenta- 
tion, and single cells in groups may re- 


ceive excessive deposits of pigment and 
become elongated and multipolar. Multi- 
polar chromatophores are usually present 
in pigmented moles, lying beneath the 
epidermis, passing between the basal calls, 
and occasionally lying within the mal- 
pighian layer. As the process goes on, 
intranuclear formation of pigment ap- 
pears and becomes widely scattered in 
neighboring cells and tissue. The peri- 
vascular position of many chromatophores 
may be explained as an adaptation in the 
interval of nutrition. This may explain 
the vascular infiltration and rapid metas- 
tasis.7 

Mode of Spread: a. Spread by direct 
extension is essentially a form of infiltra- 
tion. The tumor cells, first infiltrating 
the interstices of the tissue, pass insen- 
sibly into larger strands or groups. This 
indicates that lymphatic channels have 
been opened and infiltrated. 

b. Spread by lymphatic pathways means 
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that the cells spread from the growth 
laterally into the ‘deep cutaneous plexus 
of Handley,’ and also into the deep sub- 
cutaneous tissue and fascia, to neighbor- 
ing lymph ‘channels, regional lymph 
glands, etc. 

c. Spread by way of the blood vessels 
takes place in the following manner: Cells 
of the primary growth form rings around 
arteries, veins and capillaries. The walls 
of a thinned vessel, especially in the pres- 
ence of a rapidly proliferating tumor, may 
readily be invaded. 

In the deep fascial plexus, the tumor 
cells that block the perivascular lymphat- 
ics and serve as a starting point for the 
subarterial nodules closely surround both 
artery and vein. 

Melanomas are seldom multiple. About 
one third disclose scant melanin or entire 
absence of the pigment, but metastases 
are always deep black and contain large 
amounts. Local recurrence is frequent, 
and metastasis is observed in every case, 
with an especial tendency for brain in- 
volvement. The warty, hairy type rarely 
becomes malignant. The smooth, flat, 
blue-black lesion is most apt to become 
malignant.’ Trauma is a definite factor. 
Biopsy of a melanotic tumor should not 
be done; rather, the whole tumor should 
be removed in toto. Tod® claimed that 
the darker the tumor the more malignant 
it is. Regional lymph nodes which con- 
tain pigment cells are not necessarily the 
seat of metastasis. Adair!® stated that 
the nonpigmented melanomas have a high 
degree of malignancy but are radiosensi- 
tive. The pigmented type does not respond 
favorably to roentgen therapy. Accord- 
ing to Adair, this lesion may be congenital. 
Spitz® stated that melanomas have an 
almost negligible capacity to metastasize 
prior to puberty. She explained this on 
the basis of the fact that not until puberty 
does the growth capacity of melanomas 
become activated by some sex-linked hor- 
mona] action. 

De Cholnoky" cited Kumer’s statement 
that melanuria is present in 28 per cent 
of cases. The urine turns darker after 
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standing in the air, after the secreted 
melanogen becomes oxidized. Rarely is 
it black from secreted melanin. This was 
first observed by Tomahlen'!’ who is also 
cited by de Cholnoky. 

Signs and Symptoms.—Except for the 
dark color of the growth, there are no 
specific signs and symptoms that one may 
ascribe to this lesion. Before becoming 
ulcerated, a melanoma may project into 
the lumen of the bowel as a sessile or 
pedunculated polyp without showing any 
tendency to spread in an annular fashion. 
The degree of pain depends on the rela- 
tion of the tumor to the anorectal line. 
Bleeding is usually present. Basu’* de- 
scribed a blackish discharge on the exam- 
ining finger. Tenesmus and a frequent 
desire to defecate are commonly observed, 
associated usually with a feeling of in- 
effectual evacuation. The palpating finger 
may detect a rubbery feeling in the sub- 
mucous mass. Late in the disease the 
urine may be discolored. Obstruction is 
uncommon, but if it should occur it would 
happen by occlusion, not by stenosis. In 


this respect the tumor resembles sarcoma 
rather than carcinoma. 

Melanoma is always observed in the ano- 
rectal region, whereas carcinoma may 
appear anywhere in the rectum, and sar- 


coma anywhere and everywhere. Mela- 
noma is a dark tumor resembling a throm- 
bosed hemorrhoid; carcinoma appears 
most commonly as an oval ulcerated tumor 
with raised margins, and sarcoma reveals 
itself at first as a protuberant growth 
with intact mucosa, which ulcerates late. 
Carcinoma feels solid and hard. Sarcoma 
is rather soft and rubbery to palpation, 
like fixed brain tissue. Melanoma is firm 
but not hard. After these three types of 
neoplasm are fixed in solution of formal- 
dehyde, cut sections will reveal a yellowish 
white surface in carcinoma, a greyish 
white surface in sarcoma, and in mela- 
noma a surface varying from light to 
dark brown. 
REPORT OF CASE 


H. L., a white man aged 52, employed as a 
clerk, was first seen on March 5, 1951. His 
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Fig. 2—Photomicrograph of initial biopsy specimen, showing densely 
packed melanoma cells infiltrating submucosal layer. 


chief complaint was of dark blood in the 
stools, which he had observed for about three 
weeks. 

Present Illness: About three weeks ago be- 
fore examination the patient noticed that his 
bowel movements, which were always regular, 
had become more frequent. The stools were 
soft and dark reddish black. There was no 
history of pain, cramps, change in weight or 
previous rectal trouble. However, the patient 
had noticed that within the past three weeks 
there had been an increase in frequency of 
eructation. A goiter had been removed in 


1929. The patient stated that he had not seen 
a doctor since then. 

Physical Examination: Examination re- 
vealed the patient to be well nourished and 
apparently not ill. The skin showed many 
scattered level and elevated pigmented nevi. 
Except for a scar at the base of the anterior 
aspect of the neck, physical examination gave 
essentially negative results. 

Proctological Examination: Inspection: A 
few scattered, level, light-colored pigmented 
nevi were situated around the anus, not 
nearer than 1 inch from the orifice. 
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Fig. 3.—View of the penetration of deeply pigmented melanotic cells 
into perirectal adipose tissue. 


Digital Examination: Digital examination 
revealed the subcutaneous division of the ex- 
ternal sphincter muscle to be intact, as was 
the intramuscular septum. Two small hyper- 
trophied papillae were palpable on the anterior 
wall. About 2% inches (6 cm.) above the 
anorectal line a large, boggy polyp-like mass 
was palpable in the lumen of the rectum. 
About 1 inch (2.5 cm.) above that, slightly to 
the left but still on the anterior wall, were 
two hard masses about % inch (1.2 em.) in 
diameter, lying in the rectal wall. 

Anoscopic Examination: About 3 inches 
(7.5 cm.) above the anorectal line there was 


t 
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a dark multilobulated friable polyp about the 
size of an olive, attached by a narrow base 
to the wall of the rectum. It was covered with 
a grayish, foul-smelling, blood-tinged exudate. 
The nodules observed in the digital examina- 
tion were not visible. 

Sigmoidoscopic Examination: The sigmoid- 
oscope was passed 25 cm. No other additional! 
pathologic change was visible. 

Diagnosis: At this time a diagnosis of 
bleeding rectal polyp and rectal mass, prob- 
ably malignant, was made. 

On March 5 the patient was admitted to the 
Maimonides Hospital, Brooklyn, where barium 
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Fig. 4.—Another view of neoplasm, showing some pigmented and some 
nonpigmented melanotic cells. 


enema and air contrast studies were made 
and gave negative results. The patient was 
scheduled for operation on March 10. The 
foregoing observations were confirmed by one 
of us (S. D. W.), who ventured the opinion 
that because of the rubbery feel of the sub- 
mucosal nodules a sarcoma must be consid- 
ered. Electrical extirpation of the rectal 
polyp with cold punch removal of its base, 
followed by fulguration, was performed. This 
was carried out uneventfully. Efforts to re- 
move the two nodules which were in the rec- 
tal wall, however, were unsuccessful, and it 
was decided to await the pathologic report 


before formulating our next procedure. 
Pathologic Report.—Gross: The specimen 
was rubber red and mottled. One surface was 
smooth, the other rough and granular and 
irregular. The cross section was hemorrhagic. 
Microscopic: Although eroded areas were 
noted on the surfaces of both fragments, the 
epithelium consisted of both rectal mucosal 
glands and squamous epithelium. The nests 
and strands of polyhedral cells showed marked 
atypical and mitotic activity. The cells were 
large, as were the nuclei, showing a multi- 
nucleated form. The cytoplasm was _ finely 
granular, vacuolated or dense. Pigment gran- 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


ules bleaching after treatment were noted in 
many cells. Iron pigment was «élso observed. 

Diagnosis: The pathologic diagnosis was 
malignant polypoid melanotic tumor of the 
rectum. = 

Course: On the day after the operation 
there was a sudden rise in temperature to 
103 F., but the patient had no complaints. 
Except for marked evidence of dehydration, 
no abnormalities were demonstrable. After 
antibiotic therapy and infusions were started, 
the temperature finally returned to normal. 
During this time the‘ patient was noticeably 
mentally depressed and negativistic. 

The patient was prepared with the neces- 
sary bowel hygiene, antibiotics, high vitamin 
diet and rectal irrigations, and a check on 
electrolyte balance was maintained. On March 
22 laparotomy revealed an abdomen free of 
any gross metastatic involvement. An ab- 
dominoperineal operation was performed, the 
two-team procedure being used. 

The pathologic report on the abdomino- 
perineal specimen stated that metastasis to 
perirectal lymph nodes and tumor thrombosis 
of lymphatic vessels were present. 

The surface on gross examination revealed 
a mottled, black nodule 1.5 cm. in diameter, 
8 cm. from the anal orifice. Several small 
nodules measuring up to 0.5 ecm., also tinged 
with black, were noted and palpated 12.5 cm. 
from the anal orifice. Section of perirectal 
fat at this site revealed the larger nodule to 
be irregularly ovoid and marginated and to 
consist of lobules of coal-black tissue of gran- 
ular appearance. A small nodule (0.3 cm.) 
lay within the lumen of a blood vessel. Ex- 
posure of the surface of the mucous mem- 
brane revealed an ill defined stellate area of 
scarring 7 cm. from the mucocutaneous junc- 
tion, measuring approximately 2 cm. in di- 
ameter. From one end of this horizontal line 
of contracture a polypoid mass 0.7 cm. in 
diameter was noted at the mucocutaneous 
junction (enlarged papilla). 

Microscopic examination showed the bowel 
wall intact, with no essential changes. The 
perirectal fat tissue revealed masses of poly- 
hedral cells, with pigment granules completely 
replacing the normal lymph node structures 
and filling many of the large lympatic chan- 
nels. Considerable atypism, mitotic activity 
and necrosis were present. 

Subsequent Course.—The subsequent course 
was practically afebrile. Psychiatric consulta- 
tion, because of marked mental depression, re- 
vealed no evidence of a definite pathopsycho- 
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genic pattern of a metastatic nature. 

On April 11, twenty-one days after the 
abdominoperineal resection, the patient was 
discharged from the hospital with the rectal 
wound healing, the abdominal wound healed 
and the colostomy functioning well. At this 
time urinalysis revealed no melanin. On May 
1, 1951, urinalysis still disclosed none. On 
June 10 large quantities of melanin were ob- 
served in the urine. About June 15 the patient 
complained of epigastric distress (indiges- 
tion). Physical examination at this time gave 
essentially negative results except for a small, 
hard, nodular mass palpable in the epigas- 
trium. On June 25 cortisone injections were 
started. The patient was given 1.5 cc. (75 
mg.) twice daily for three days, and then 
2 ce. daily. 

On July 5 and July 19 the urine still showed 
large quantities of melanin. During this 
time the mass in the epigastrium became 
larger and more nodular but did not become 
tender. It was our impression that this was a 
nodular metastatic involvement of the liver. 
During the administration of cortisone, how- 
ever, the patient showed marked clinical im- 
provement. He did not complain further of 
indigestion; the weakness and fatigue of his 
legs left him; his appetite improved; his mel- 
ancholia practically disappeared, and he be- 
came anxious to return to work. From about 
July 5 to July 12 the patient did not receive 
cortisone (unattainable). During this time 
his melancholia, fatigue and complaints of 
indigestion returned. On July 12 cortisone 
was resumed, by oral administration (25 mg.) 
four times a day, decreased to three times a 
day, for about three to four weeks. 

The patient desired to go to a convalescent 
home before returning to work. After two 
weeks at the nursing home he was admitted 
to the White Plains Hospital because of vom- 
iting and distention, which had been noted for 
three days. 

Physical Examination.—The temperature 
was 99.4 F., the pulse rate 88, the respiratory 
rate 20, and the blood pressure, in millimeters 
of mercury, 140 systolic and 90 diastolic. The 
patient was stuporous and dehydrated. The 
heart was enlarged to the left, with an apical 
systolic murmur. The liver was palpable 1 
fingerbreadth below the right costal margin. 
There was a colostomy in the left lower ab- 
dominal quadrant. The scar of a lower left 
rectus incision was noted. A firm mass filled 
the left upper quadrant of the abdomen. There 
was moderate distention of the abdomen. 
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Fig. 5—A, pulmonary metastasis of polyhedral nonpigmented melanotic nodule. B, hepatic meta- 
static nodule contains numerous deeply pigmented spindle tumor cells. 
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Laboratory Data.—Urinalysis revealed a 
sugar content of 1.006, a heavy trace of albu- 
min and many white blood cells. Studies of the 
blood resulted in the following data: hemo- 
globin, 11.5 Gm.; leukocytes, 15,350 per cubic 
millimeter, with 85 per cent polymorphonulear 
leukocytes, 8 per cent lymphocytes and 7 per 
cent neutrophils. The value for nonprotein 
nitrogen was 43.5 mg. per hundred cubic centi- 
meters, and the carbon dioxide combining 
power 54 volumes per cent. 

Course: The abdominal distention was re- 
lieved by colonic irrigation, but the patient 
lapsed into coma. The right pupil was dilated 
and fixed. A choked disc of 1 diopter was vis- 
ualized on the right. Spastic paralysis of the 
right upper extremity was noted, with ac- 
centuated reflexes and bilaterally positive 
Babinski signs. The temperature rose ter- 
minally to 106.4 F., and the patient died about 
forty-eight hours after admission. 

Clinical Diagnosis: Clinically the tumor was 
diagnosed as malignant melanoma of the rec- 
tum with metastases to brain and abdominal 
nodes. 

Observation at Autopsy.—Autopsy was 
performed by Dr. Lester and revealed the 
skin to be peppered with small pale brown 
spots resembling freckles. There were scat- 
tered dark brown spots, also small and flat 
but distinctly darker. The colostomy opening 
previously noted was present in the left lower 
quadrant. A tiny superficial area of ulceration 
was observed in the scar in the anal region. 

Peritoneal Cavity: The rectum and the sig- 
moid portion of the colon were missing. A 
large rounded mass presented in the center of 
the abdomen. This proved to be a huge nodule 
of metastatic tumor in the left lobe of the 
liver. 

Heart: The foramen ovale was covered by 
the usual membranous valve, but an opening 
2 mm. across was noted at the lower margin. 

Liver: This organ was enlarged to a weight 
of 3,400 Gm. by a single large nodule about 
16 cm. in diameter, which lay chiefly in the 
left lobe but greatly distorted the whole liver. 
The nodule was composed of extremely soft 
and friable hemorrhagic spongy dark grey 
tissue. The margins were not sharp, and the 
tumor tissue in this area was still extremely 
friable but pale grey-white and opaque. 

The right lobe of the liver was rather soft 
and flabby. It was pale reddish-tan, with 
normal parenchymal markings. 

Adjacent to the upper pole of the left kidney 
but only loosely attached to it was a well 
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circumscribed, coarsely lobulated mass of 
moderately firm but friable mottled black and 
grey tissue about 3 cm. in diameter. This 
mass lay just lateral to the upper pole and 
bore no demonstrable relation to the adrenal. 

Bladder: The urinary bladder was large 
and contained a quantity of cloudy urine. The 
wall was heavy and the mucosa coarsely trabec- 
ulated. On the posterior wall of the bladder, 
just beneath the peritoneum, was a tubular 
structure several centimeters long with a 
fusiform enlargement at the dome of the 
bladder, where it was up to 3 cm. in diameter. 
This cord extended several centimeters up the 
anterior abdominal wall. Section of this 
structure revealed a lumen filled with puru- 
lent material. The wall was 2 to 3 mm. thick. 
At about the middle of the posterior wall of 
the greatly enlarged bladder was a crypt ap- 
proximately 5 mm. deep and 1 cm. in diameter. 
The cord felt on the outer surface of the 
bladder could be felt almost to this point but 
no lumen could be demonstrated in the cord, 
nor could any definite opening be demon- 
strated in the base of this crypt. 

Gastrointestinal Tract: The stomach con- 
tained about 100 cc. of thinedark fluid. The 
mucosa was autolyzed. In the anterior wall 
near the greater curvature was a circum- 
scribed flat nodule of opaque pale grey tissue 
2.5 cm. in diameter, which appeared to involve 
the muscular coats. The mucosa and serosa 
on either side of the nodule seemed uninvolved. 

The cecum was distended, but portions of 
the rest of the colon were collapsed. The de- 
scending portion opened into the colostomy in 
the left lower abdominal quadrant. The open- 
ing was adequate and patent. 

Lymph Nodes: Several periaortic nodes 
were observed in the region of the celiac axis. 
They varied from 1 to 2.5 cm. in diameter 
and were composed of rubbery opaque pale 
grey tissues. 

Brain: Serial sections through the brain 
revealed a large ovoid mass of extremely hem- 
orrhagic tumor tissue filling the anterior half 
of the right lobe of the cerebrum. The tissue 
was similar to that observed in the liver. The 
nodule was 8 cm. in its maximum diameter; 
it was sharply circumscribed, so that it seemed 
encapsulated, and was extremely friable. The 
midline structures were pushed well to the 
left. The left lateral ventricle was compressed 
The right lateral ventricle seemed slightly 
large. Near the posterior margin of the large 
nodule was an extension or a confluent nodule. 
much smaller but extending to the lower lat- 
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Fig. 6.—A, retroperitoneal metastasis exhibits occasional multinucleated giant tumor cells. B, 
metastatic nodule in left cerebral hemisphere, showing perivascular mantle of melanoma cells. 
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eral wall of the right lateral ventricle. A 
small nodule of similar tissue was noted in 
the left frontal lobe, just beneath the cortex. 
This nodule was only 1 cm. in diameter. 

Microscopic “examination revealed a small 
circumscribed nodule of tumor tissue similar 
to that described for the original anal lesion. 
The nodule was tiny and the cells well pre- 
served. 

Liver: Several sections were taken through 
the liver. One revealed completely normal 
liver parenchyma. Another was composed al- 
most entirely of tumor tissue similar to that 
already described. Large portions were necrot- 
ic, and much of the tumor was hemorrhagic. 
The cells were masses as before, without 
demonstrable stroma. Many of the cells were 
spindle-shaped, but all contained large hyper- 
chromatic nuclei and moderate amounts of 
deep-staining cytoplasm. Several groups con- 
tained melanin. In one section the liver tis- 
sue adjacent to the tumor was markedly com- 
pressed and congested. In addition, there 
was a large rounded mass of tumor cells in 
the lumen of a structure that resembled a 
large vein. 

The well-circumscribed mass that was 
loosely attached to the upper pole of the left 
kidney proved to be a mass of tumor tissue 
similar to that observed in the liver. Much 
of the tissue was hemorrhagic and necrotic. 
This tumor mass was separated from the kid- 
ney by a narrow band of vascular fibrous tis- 
sue. 

Urinary Bladder: The anatomic location of 
the tubular structure noted on the posterior 
superior wall of the bladder suggested that 
this was a urachal cyst. 

Stomach: The circumscribed nodule along 
the greater curvature in the wall of the 
stomach proved to be a mass of aberrant 
pancreatic tissue which lay in the submucosa 
and extended well out into the muscular wall. 

Brain: Two sections were taken through the 
large nodule of tumor in the right cerebral 
lobe and one through the small subcortical 
nodule on the left. These were masses of 
metastatic tumor similar to that observed 
elsewhere in the body. Portions of the tumor 
contained an abundance of melanin. All of 
the tissue was extremely hemorrhagic. Groups 
of hemosiderin-laden phagocytes and some 
polymorphonuclears were observed in adjecent 
necrotic brain tissue in a few areas. 

Pituitary Gland: Several small foci of ne- 
crosis were scattered in the anterior lobe. 
These were obviously of recent origin. 
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Final Note of Pathologist®: This 51-year-old 
man died of generalized metastases about five 
months after discovery of a small melanotic 
tumor in the rectum. Dissemination had ap- 
parently occurred chiefly by way of the blood 
stream. Other interesting observations include 
a nodule in the wall of the stomach, thought 
grossly to be tumor but proving on section to 
be a nodule of aberrant pancreatic tissue. 
There were also foci of recent necrosis in the 
anterior lobe of the pituitary. 


COMMENT 


It is to be noted that the lesions in this 
case were 8 cm. and 12.5 cm. above the 
anal orifice. Rare as this disease is, it 
is really uncommon for it to occur in the 
ampulla, away from the anorectal line, 
where most of these lesions are found. 
Further, these tumors are rarely multiple. 
The mucous membrane was intact, being 
completely covered with epithelium. Was 
the so-called dark blood actually blood, 
or was it pigmented discharge? Consider 
the paucity of symptoms, the short dura- 
tion of the pathologic history and the lack 
of evidence of any gross metastases. Yet, 
in spite of all this, and an early diagnosis, 
the pathologist found evidence of vascular 
infiltration. The highly malignant nature 
of this growth is again demonstrated by 
the fact that in less than five months 
after a careful exploratory examination 
that revealed no gross abnormalities, 
autopsy revealed secondary melanotic in- 
volvements in the liver, lung, cerebrum 
and retroperitoneal tissue. 

Treatment.—There is little to say about 
treatment for this condition. Radical sur- 
gical intervention, performed as early as 
possible, is the only possible hope we can 
extend. Irradiation offers us no assistance. 


SUMMARY 


The authors bring up to date the avail- 
able statistics on melanoma of the rectum 
and add a case of their own. This case 
is reported in detail and illustrates the 
rapidly fatal course that may be associ- 
ated with malignant melanoma of the 
rectum. In the opinion of the authors, 
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early surgical intervention is the only 
hope of survival; irradiation is of no 
benefit. 

SUMARIO 


Os autores atualizam as _ estatisticas 
disponiveis de melanoma do rectum e 
adicionam a elas um caso proprio. Esse 
caso é relatado em detalhe e ilustra o 
curso rapidamente fatal que pode ser 
associado com o melanoma maligno do 
réto. Na opiniao dos autores, intervencao 
cirurgica precoce é a unica esperanca de 
sobrevida do paciente; a irradiacao nao 
é de nenhum beneficio. 


RIASSUNTO 


Gli Autori aggiornano le statistiche sul 
melanoma del retto e vi aggiungono un 
caso di loro osservazione. Tale caso viene 
riferito dettagliatamente ed _ illustra 
evoluzione rapidamente fatale che pud 
assumere il melanoma maligno del retto. 
Gli Autori pensano che _ /’intervento 


precoce rappresenti la sola speranza di 
sopravvivenza per i pazienti, mentre la 
irradiazione non apporta alcun beneficio. 


RESUMEN 


Se consignan las estadisticas utilizables 
sobre melanoma rectal y se agrega un 
caso de los autores. Este se da a conocer 
en detalle e ilustra respecto al curso rapid- 
amente fatal que puede presentar el mel- 
anoma maligno rectal. En opinion de los 
autores, la intervencién quirurgica tem- 
prana es la nica esperanza de super- 
vivencia, dado que la irradiacién no da 
resultado. 

ZUSAMMENFASSUNG 


Die Verfasser bringen die verfuegbaren 
Statistiken ueber das Melanom des Mast- 
darms auf den neuesten Stand und fuegen 
einen Fall eigener Beobachtung hinzu. 
Dieser wird im einzelnen dargestellt. Er 
gibt ein Bild von dem rapiden toedlichen 
Verlauf, den ein boesartiges Melanom des 
Mastdarms nehmen kann. Die Verfasser 
schon die einzige Aussicht des Kranken 
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auf Lebensverlaengerung in einem frueh- 
zeitigen chirurgischen Eingriff; Bestrah- 
lung ist von keinem Nutzen. 


RESUME 


Les auteurs font une revue de la lit- 
térature sur le mélanome du rectum en 
y ajoutant leur propre cas. Ils donnent- 
tous les détails cliniques de cette maladie 
rapide et fatale qu’est le mélanome du 
rectum. Ils opinent pour un traitement 
chirurgical précoce; la radiothérapie n’a 
aucune valeur curative. 
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URING the twenty minutes devoted 
[) the reading of this paper one 

person in the United States will die 
of carcinoma of the stomach. In four days, 
nearly 300 persons die of this disease. 
Approximately 2,868 persons in the United 
States reach the age of 65 years every 
day. On these statements rest the time- 
liness and importance of this subject. 

During the past decade, great progress 
has been made in the surgical treatment 
of carcinoma of the stomach. The 
operative mortality has decreased re- 
markably.! The five-year survival rate 
following resection has increased.'* Both 
the operability rate and the resectability 
rate have risen,? although the increase 
has been far greater in the latter.’* The 
increased frequency of resection of gastric 
cancer is due more to aggressive surgical 
attack than to earlier operation. In spite 
of the advances in the surgical treatment 
of the disease, considerably fewer than 10 
per cent of all patients with cancer of the 
stomach live for five years after the diag- 
nosis is established.* 

This study is undertaken to evaluate 
the results of surgical treatment of carci- 
noma of the stomach at the University of 
Oklahoma Hospitals and to determine the 
principal factors responsible for failure in 
the treatment of the disease in our com- 
munity. 

Material——During the ten-year period 
from 1940 through 1950, 179 patients 
were operated on for carcinoma of the 
stomach at Oklahoma City hospitals, 95 
at University Hospital (Series A) and 
84 at St. Anthony Hospital (Series B). 
This does not represent the full incidence 
but only operative cases. The patients in 
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Series A were indigent and came from all 
sections of the state. Those in Series B 
were predominantly private patients from 
Oklahoma City. Since the surgical staff 
of St. Anthony Hospital is composed 
almost entirely of members of the Uni- 
versity faculty, most of these patients 
were treated by the same surgeons. 

The distribution of patients according 
to race, sex and age is presented in Table 
1. The racial distribution corresponds 
closely to that of all admissions to the 
two hospitals. Although the average age 
was 66.4 years, it is interesting to note 
that 9.8 per cent of the patients were 
under 45. The distribution of cases accord- 
ing to sex and age is nearly identical with 
that encountered in surveys made in other 
parts of the United States.* 

Clinical Features (Series A).— The 
average duration of symptoms in 90 pa- 
tients (Series A) was 16.5 months, vary- 
ing from six weeks to five years (Table 
2). Five patients had experienced ulcer- 
like symptoms for ten to twenty years. 
Such long histories of ulcer-like pain are 
fairly common in cases of gastric carci- 
noma.® 

More than half of the patients in Series 
A had been under the care of a physician 
continuously or intermittently for periods 
of one month to five years, the average 
being ten and a half months. The major 
portion of the delay in diagnosis and 
treatment in these cases occurred after the 
patients had obtained medical care (Table 
2). Fifteen of the patients had been 
treated in the clinics or wards of the 
University Hospital for periods varying 
from one month to three years, the aver- 
age being ten and three-tenths months 
(Table 3). Each had been examined roent- 
genoscopically on two or more occasions. A 
diagnosis of gastric ulcer had been made 
in 12 cases. In 3, serial roentgenoscopic 
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TABLE 1.—Race, Sex and Age 


Number 
of Race 


Sex Age 


Number of 
Patients 





Cases . White Negro Male 


Female Average Under 45 





Series A 95 719 16 719 
Series B 157 147 10 113 


16 61.5 yrs. 12 
44 69.4 yrs. 13 





226 26 
(89.7%) (10.3%) 


Total 252 192 


(76.3%) 


60 66.4 yrs. 


25 
(23.7%) (9.8%) 





TABLE 2.—Duration of Symptoms and Medical Treatment (Series A) 


Number Average 


Previous Medical Treatment 


Duration of 
Medical Treatment 





of Duration 
Patients Symptoms* 


Number of Cases 


Per cent (52 Cases) 





90 16.5 months 52 


54.7 10.5 months 


*Five patients who had symptoms 10 years or longer excluded. 
Duration of Symptoms (Series B) 





Number 
of 


Patients 


Average 
Duration 
Symptoms 





151 


12.7 months 





TABLE 3.—Medical Treatment at University Hospital (Series A) 


Patients 


Diagnosis (Number of Patients) 





Per Cent 
Number of Total 


Average Gastric 
Duration Ulcer 


Nutritional 
Anemia 


Pernicious Resectable when Explored 
Anemia Number Per Cent 





15 15.7 10.3 mo. 12 


1 5 33.3 





TABLE 4.—Clinical Data 


Loss of Weight 


Palpable Mass 








Series 


Average Number 
Weight of Per 
Loss, Pounds Cases Cent 





Series A 95 
Series B 


29.5 49 51.6 
67 42.6 





and roentgenographic examinations had 
demonstrated “complete healing’ of the 
ulceration. In another, the patient had 
undergone gastrojejunostomy nineteen 
months before. In 2 cases in which a diag- 
nosis of nutritional anemia had been 
made and another in which pernicious 
anemia had been diagnosed, the diag- 
nosis of cancer was delayed until the tu- 
mors became palpable. At operation, 10 
of the 15 tumors, including 2 of those 
in which “healing” had been demon- 
strated, were not resectable. These 10 


g 


patients were literally studied to death. 
Loss of weight was the most common 
symptom (Table 4). In Series A it oc- 
curred in 85.2 per cent of the cases, vary- 
ing from 8 to 80 pounds (3.6 to 36.3 Kg.), 
with an average of 29.5 pounds (13.4 
Kg.). In 46 per cent of the cases in Series 
A and Series B a definite mass was pal- 
pable (Table 4). In Series A and Series B, 
a free acid content of less than 10 de- 
grees was present in 71.2 and 74.2 per 
cent respectively of the patients who were 
studied by gastric analysis, while 12.8 





VOL. XVII, NO. 4 


and 8.5 per cent had showed free acid val- 
ues of over 60 degrees (Table 5). We have 
been impressed by the large number with- 
out free acid. Over one-fourth had nor- 
mal gastric acidity or hyperacidity. 

The number of cases in which the stool 
was examined for occult blood is too small 
for the results of the examination to be 
of statistical value. 

Five patients were subjected to gastro- 
scopic examination. The diagnosis of the 
castroscopist was incorrect in 3 cases. In 
another, the diagnosis of cancer had been 
made by the roentgenologist. In only 1 
instance, therefore, was gastroscopic study 
helpful in establishing the diagnosis of 
gastric cancer. 

The preoperative diagnoses in Series A 
are presented in Table 6. Incorrect diag- 
noses were made in 17 cases, as follows: 
gastric ulcer, 7; duodenal ulcer with 
pyloric obstruction, 4; perforated peptic 
ulcer, 1; phytobezoar, 2; carcinoma of the 
pancreas, 2, and carcinoma of the esoph- 
agus, 1. In 5 others the preoperative 
diagnosis was “gastric ulcer or carci- 
noma.” The correct diagnosis of cancer of 
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the stomach was made at operation in all 
but 2 cases by gross pathologic conditions 
in which the lesions were thought to be 
gastric ulcers. 

Pathologic Picture (Series A).—The 
distribution of cases according to the site 
of origin of the tumor is presented in 
Table 7. Almost half arose in the distal 
portion of the stomach. In 17.8 per cent 
of the cases, however, the entire stomach 
was involved. In Table 8 the tumors are 
classified according to the gross mor- 
phologic picture. In 30.5 per cent the car- 
cinoma was of no specific type (advanced 
carcinoma). During the first five years 
of the period studied, lymph nodes were 
not routinely examined microscopically. 
Nevertheless, gross metastasis to the re- 
gional lymph nodes was proved in 56 per 
cent of the cases. Three patients with 
pyloric cancer also had chronic gastric 
ulcer. Only 1 of these patients had had 
symptoms for more than two years. 

Operations.—Series A: As is shown in 
Table 9, the resectability rate was 40 per 
cent (38 of 95 cases). A careful study of 
the material, including review of autopsy 
observations in several cases, indicates 


TABLE 5.—Laboratory Data (Series A) 


Gastric Analysis (73 Cases) 


Stool Examinations (38 Cases) 





Anacidity or 


4 
Hypoacidity Normal Acidity 


Hyperacidity 


Occult Blood No Occult Blood 





mber Per 
12 


Number Per Cent Nu 
52 71.2 


Cent Number 
6.4 9 


Number Per Cent 


Per Cent 
12.3 8 21.1 


Number Per Cent 
30 78.9 


Laboratory Data (Series B) 


Gastric Analysis (35 Cases 


) 





Anacidity or 
Hypoacidity 


Normal Acidity 


Hyperacidity 





Number PerCent Number PerCent Number Per Cent 
27 74.2 5 14.2 3 8.5 





TABLE 6.—Preopera 


Carcinoma 
f Gastric Ulcer 


0 
Stomach or Carcinoma 


Gastric Ulcer 


tive Diagnosis (Series A) 
Duodenal Ulcer 
with Pyloric 
Obstruction 


Other 
Diagnoses 





No.of Per 
Cases Cent 


No. of 
Cases 


Per 
Cent 


No. of 
Cases 


No. of Per 
Cases Cent 


No. of Per 
Cases Cent 


Per 
Cent 





73 76.9 5 5.2 7 


7.4 4 4.2 6 6.3 


419 
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TABLE 7.—Origin of Carcinoma (Series A) 


Pylorus or 
Antrum 


No. of 
~ Cases 


Pars Media 


Per No.of 
Cent Cases 





Per No.of 
Cent Cases 


Entire 
Stomach 


Per No.of Per 
Cent Cases Cent 


Greater 


Curvature Cardia 


Per No.of 
Cent Cases 








46 48.4 18 


19 


9 94 5 52 17 17.8 





Origin of Carcinoma (Series B) 


Pylorus or 
Antrum 


No. of Per No. of 
Cases Cent Cases 





Pars Media 


Cent Cases 


Entire 


Cardia Stomach 





Per No.of Cent 


Per 


Per Cases 
Cent No.of 





67 53.1 18 





14.2 29 23 12 9 





Types 





Ulcerating 

Polypoid 

Polypoid with invasion 
Linitis plastica 
Advanced 





TABLE 8.—Gross Pathologic Picture (Series A) 


No. with 
Lymph Node 
Metastasis 


17 
3 
10 


2 
21 


Per Cent with 
Lymph Node 
Metastasis 


Per Cent 
of Cases 








TABLE 9.—Operative Mortality (Series A) 


Number of 
Cases 


Type of Operation 


Exploratory operation 
Gastrojejunostomy 
Closure of perforation 
Gastrostomy 

Local Excision 
Subtotal Gastrectomy 
Total Gastrectomy 
Total 





that in 19 cases in which palliative opera- 
tions were done the tumors were actually 
resectable. All of these were operated on 
prior to 1948. Had these 19 tumors been 
resected, the resectability rate would have 
been 60 per cent. We realize, however, 
that the surgeon standing at the table 
with the actual pathologic condition be- 
fore him is the best judge of procedure. 

The mortality rate for all operations 
in Series A (Table 9) was 17.8 per cent. 
Palliative operations carried a much 
higher mortality rate than did resections, 
undoubtedly owing to the advanced stage 
of the disease. All of the deaths follow- 
ing subtotal gastrectomy occurred before 


Operative Mortality 


Per Cent Per Cent 





420 





19.8 
38.4 
0 
0 

0 
11.4 
0 


a 


1945. Since 1945, 17 subtotal and 3 total 
gastrectomies have been performed with- 
out a fatality. Of the 17 patients in the 
series who died after the operation, 5 died 
of peritonitis, 4 of shock, 3 of pulmonary 
complications and 5 of causes not related 
to the operation. 

Series B: As is shown in Table 10, the 
resectability rate was 36.9 per cent (31 
of 84 cases). The various operations and 
the relative mortality rates are listed in 
Table 10. 

End Results (Series A).—Of 31 pa- 
tients who survived subtotal gastrectomy, 
12 are dead. Six died in the first year, 
4 in the second year and 2 in the third 
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year after the operation. Nineteen pa- 
tients are living, the average postoper- 
ative survival period being thirty-six and 
seven-tenths months. The operation was 
purely palliative in 8 cases; only 2 pa- 
tients lived longer than a year after the 
operation. Of the 23 patients on whom 
subtotal gastrectomy was performed as a 
curative procedure, 5 died from thirteen 
to thirty-six months later. The average 
survival period in these cases was twenty- 
one and six-tenths months. Two patients 
are living with evident cancer twenty- 
three and thirty-six months respectively 
after the operation. The remaining 16 pa- 
tients have been free of symptoms from 
seven months to ten years after the oper- 
ation. Since 7 of the 13 patients operated 
upon before July 1948 lived longer than 
three years, the three-year survival rate 
was 53.8 per cent (Table 11). Of 11 pa- 
tients who were operated on prior to July 
1946, 3 have been free of symptoms, for 
five, nine and ten years after operation 
respectively. The five-year survival rate 
for curative subtotal gastrectomy was 
27.2 per cent (Table 11). 

Seven patients had curative subtotal 
gastrectomy during the period from July 
1948 to January 1951. One of these pa- 
tients died twenty-five months after oper- 
ation. The rest are free of symptoms seven 
to twenty-nine months after operation. 
During the same period three patients 
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underwent total gastrectomy as a palli- 
ative operation. They all died, the post- 
operative survival periods being two, three 
and six months, respectively, after the 
operation. 

Factors Influencing Survival.—Various 
clinical and pathologic data on 7 patients 
who lived over three years after subtotal 
gastrectomy are listed in Table 12. 
Although the duration of symptoms was 
slightly longer in the three-year survival 
group, the cancers in that group were 
probably biologically “earlier” as_ evi- 
denced by the lower incidence of a palp- 
able mass and of metastasis to the re- 
gional lymph nodes. It is significant that 
of the 2 patients in the series whose can- 
cers were clinically and grossly diagnosed 
as benign gastric ulcers, 1 survived for 
more than three years despite the fact 
that the margin of resection was quite 
narrow. 


COMMENT 


Although the operability rate was not 
determined in Series A, it was 53 per 
cent in Series B. Marshall® reported an 
operability rate of 51.8 per cent. The oper- 
ability rate of 82.7 per cent reported by 
Pack and McNeer" is certainly above the 
average. The relatively low operability of 
gastric cancer is due almost entirely to 
delay in diagnosis. The fact that physi- 
cians are often responsible for the major 








TABLE 10.—Operativ 


Number of 


Type of Operation Cases 


e Mortality (Series B) 


Operative Mortality 


Per Cent Number Per Cent 











Exploratory operation 24 
Gastrojejunostomy 24 
Gastrostomy 5 
Subtotal gastrectomy 28 
Resection of the Cardia 2 
Total gastrectomy 1 


Total 84 
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portion of this delay is undeniable. The 
delay in diagnosis is not likely to be 
shortened until all physicians become 
cancer-conscious and aware of the facts 
concerning gastric cancer. The classic 
symptoms and signs presented by so many 
of the patients in this series are indic- 
ative of late carcinoma of the stomach. 
As long as the percentage of cases pre- 
operatively diagnosed as ulcer by our 
present means, remains as high as 76.9 
per cent, the over-all five year survival 
rate of 5.6 per cent noted in this series 
is not likely to be greatly improved. The 
results of surgical treatment of gastric 
ulcer by subtotal gastrectomy are so favor- 
able*®* and the diagnostic methods used to 
distinguish benign from malignant ulcer 
so unreliable’? that it is unwise to recom- 
mend anything but immediate operation 
for any patient with an ulceration in the 
stomach. We are convinced that in the 
years to come every gastric ulcer will be 
resected. The dire results of prolonged 
observation and medical treatment of 
such patients are well illustrated by the 
fate of those so treated in Series A. In 
contrast, Lampert, Waugh and Dockerty*” 
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reported a series of cases of gastric can- 
cer in which the preoperative diagnosis 
was benign gastric ulcer. The resectability 
rate in their series was 82.2 per cent and 
the five-year survival rate 43.5 per cent. 
These figures are almost twice as high 
as those reported for all cases of gastric 
cancer.® 

The only possibility for improvement 
of results in the treatment of gastric 
carcinoma, other than earlier diagnosis, 
is more aggressive surgical intervention. 
The current five-year survival rate offered 
by subtotal gastrectomy varies from 20 
per cent** to 34.7 per cent.’* Many sur- 
geons are convinced that these figures can 
be increased by removal of the entire 
stomach in all cases of cancer of the 
stomach.’ The operative mortality of total 
gastrectomy has been drastically reduced. 
Lahey*” has reported a mortality rate of 
9.4 per cent for subtotal gastrectomy. 
Whether total gastrectomy is justifiable 
for early cancers arising in the distal part 
of the stomach is certainly questionable.” 
In such cases, wide resection of the re- 
gional lymph nodes, especially along the 
left gastric artery, is of far greater im- 











Patient 


| B. V.! | E. F. 


1. 7. fA A. C.8 J. 8.4 





Duration of symptons 6 
(months) 


16 12 26 24 





Previous medical None 


treatment (months) 


11 None 





Loss of weight (pounds) | 30 


40 20 


None 





Palpable mass No 


No Yes No 





Normal 


Low Low Not Done Low 


Gastric acidity 


Low 


High 





Location of tumor 


Greater 
Curvature 


Pyloric 


Pyloric 


Pars 
Media 


Pyloric 


Pars 
Media 


Pyloric 





Type of tumor 


Ulceerating 


Ulcerating 


Ulcerating 


Ulcerating 


Polypoid 


Polypoid 


Uleerating 





Lymph node metastasis 


No 


No 


Yes 


No 


No 


No 


Yes 





Invasion of serosa 





No 


No 








No 





Yes 





Yes 





No 





No 





. Grossly diagnosed as peptic ulcer. 
. Five-year survival. 
. Nine-year survival. 
. Ten-year survival. 
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TABLE 13.—Comparison of Data in Three-Year Survival Group and Entire Series (Series A) 


Data 


Three-Year 


Survivors All Cases 





Average Duration of symptoms 
Previous medical treatment 
Average loss of weight 
Palpable mass 

Normal acidity or hyperacidity 
Lymph node metastasis 





portance than is removal of wide segments 
of stomach above and below the primary 
‘tumor. In a properly performed radical 
subtotal gastrectomy, the lymph node- 
bearing tissues can be as adequately re- 
moved as in total gastrectomy. 

We do not recommend any particular 
type or extent of operation. Only the sur- 
gveon at the operation can determine the 
correct procedure. This he judges by the 
position and extent of the lesion. Always 
one must ask oneself whether the patient 
will remain symptom-free for a longer 
period if one adopts certain more radical 
procedures. 


SUMMARY AND CONCLUSIONS 


The principal factors accountable for 
failure in the surgical treatment of gas- 
tric carcinoma are delay in treatment and 


inadequate operation. Although great 
progress has been made toward elimina- 
tion of the latter factor, delay in diag- 
nosis and treatment remains a major 
problem. The solution of that problem de- 
pends to some extent on education of the 
public and to a greater extent on educa- 
tion of the medical profession as to the 
facts concerning cancer of the stomach. 
Whenever and wherever this subject is 
discussed, the delay in diagnosis and the 
consequent delay in treatment are em- 
phasized, yet surgeons are given no great 
amount of help in this direction. A clinical 
concept of the patient with gastric carci- 
noma should be constructed and supplied 
to every physician in the land. Such 
modest figures as are here reported, if 
repeated in every state in the Union, may 
be of benefit in the building of that con- 
cept. We believe that from this continuing 


16.5 months 
54.7 per cent 
29.5 pounds 
51.6 per cent 
28.7 per cent 
56.0 per cent 


17.7 months 
28.6 per cent 
20.7 pounds 
28.6 per cent 
33.3 per cent 
28.6 per cent 





study we may make a beginning. 

Our study would indicate that the 
sufferer from carcinoma of the stomach 
is usually in the sixth or seventh decade 
of life, generally a man who complains of 
indigestion, more or less chronic, who has 
lost weight and strength, whose color is 
“not good” and who has no appetite, 
especially for meat. These signs and 
symptoms, accompanied by anemia and 
achlorhydria, as revealed by laboratory 
data, by suggestive roentgen signs and by 
abnormal stomach washings, are impor- 
tant, and we must not lose control of the 
patient until a positive diagnosis is ac- 
complished. Finally, the clinical evidence 
should always be kept in mind, and one 
should not be influenced by negative con- 
firmatory evidence. Only by such an 
attitude may we hope to make earlier 
diagnoses, which will lead to a higher per- 
centage of patients free of symptoms. 


RESUME ET CONCLUSIONS 


Les facteurs essentiels qui aménent la 
facilité du traitement chirurgical ducan- 
cer del l’estomac sont le retard et un pro- 
cédé opératoire inadéquat. Méme si de 
grands efforts ont été faits pour éliminer 
cette derniére cause, il n’en persiste pas 
moins un délai trop long a poser le diag- 
nostic. Lasolution du probléme dépend 
dans une certaine mesure de |’éducation 
publique et en grande partie dans |’édu- 
cation de la profession médicale, elle 
méme qui ignore encore trop lesfaits 
essentiels du cancer de |’estomac. Toutes 
lesfois que le sujet est discut2 on insiste 
toujours sur le retard a porter le diag- 
nostic; cependant rien n’est jamais fait 
pour améliorer la situation. I] devrait 
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exister un tableau clinique du cancer de 
lestomac que chaque médecin pourrait 
consulter au besoin. Si nos modestes ef- 
forts étaient.répétés dans tous les états 
de cette confédération, il s’en suivrait un 
bien-étre pour tous. Nous espérons que 
d’autres suivront ]l4 ot nous sommes 
arrétés. Nos étudesnous ont permis de 
dire que le patient qui présente un cancer 
de l’estomac est entre sa 60e et 70e année; 
que c’est un homme qui digére mal habit- 
uellement, qui a perdu du poids et des 
forces; qui a un mauvais teint et présente 
de l’anorexie surtout pour les viandes. A 
ces signes s’ajoutent l’anémie, |’ana- 
chlorydrie, confirmée par les examens du 
laboratoire et la radiographie. C’est un 
patient qu’il ne faut pas congédier avant 
d’avoir établi un diagnostic certain. 
Enfin, lessymptomes cliniques doivent 
toujours primer méme en présence d’ex- 
amens de laboratoires négatifs. Seulement 
par cette ligne de conduite pourrons nous 
espérer au diagnostic précoce qui amén- 
era un plus grand nombre de guérison. 


ZUSAM MENFASSUNG 


Fuer die Fehlschlaege in der chirur- 
gischen Behandlung des Magenkrebses 
sind im wesentlichen zwei Faktoren ver- 
antwortlich, naemlich Verzoegerung der 
Behandlung und unzulaengliche Opera- 
tion. Waehrend in der Ausschaltung des 
letzteren Faktors grosse_ Fortschritte 
gemacht worden sind, bleibt Zeitverlust 
in der Diagnosestellung und in der Be- 
handlung ein grosses Problem. Dessen 
Loesung haengt bis zu einem gewissen 
Grade von der Aufklaerung der Oeffent- 
lichkeit, in noch hoeherem Masse aber 
von der Vertrautheit der Aerzte mit den 
Eigenheiten des Magenkrebses ab. 

Wann und wo immer dieses Thema 
eroertert wird, beklagt man mit Nach- 
druck den Aufschub der Diagnose und die 
sich daraus ergebende Verzoegerung der 
Behandlung, und doch laesst sich keine 
grosse Besserung in dieser Richtung 
erkennen. Wir sollten an dem Entwurf 
eines klinischen Bildes eines Magenkrebs- 
kranken arbeiten und jeden Arzt im 


t 
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Lande damit vertraut machen. Einfache 
Zahlen wie die in dieser Arbeit berich- 
teten koennten in allen Staaten des Landes 
gewonnen werden und bei der Schaffung 
eines solchen Entwurfes von Nutzen sein. 
Wir glauben, dass diese Arbeit und ihre 
Weiterfuehrung einen Ausgangspunkt 
bilden koennte. 

Nach unseren Forschungen handelt es 
sich beim Magenkrebskranken um einen 
Menschen gewoehnlich des sechsten oder 
siebenten Lebensjahrzehnts, im _ allge- 
meinen um einen Mann, der ueber mehr 
oder weniger chronische Magenverstim- 
mungen klagt, Gewicht und Kraefte ver- 
loren hat, dessen Farbe “nicht gut’ ist, 
und der—besonders auf Fleisch—keinen 
Appetit hat. Diese Zeichen und Symptome, 
verbunden mit Blutarmut, Mangel an 
Magensaeure, verdaechtigen Roentgenbe- 
funden und pathologischem Mageninhalt, 
sind wichtig; wir duerfen den Kranken 
nicht aus der Beobachtung entlassen, bis 
eine eindeutige Diagnose gestellt ist. Man 
muss das klinische Bild immer im Auge 
behalten und sich durch negative Befunde 
nicht beeinflussen lassen. Von dieser Ein- 
stellung allein kann man eine fruehzeiti- 
gere Diagnosestellung und damit bessere 
therapeutische Ergebnisse erhoffen. 


CONCLUSIONI RIASSUNTIVE 


I principali fattori cui vanno imputati 
gli insuccessi della cura chirurgica del 
carcinoma gastrico sono il ritardo e |’in- 
sufficiente radicalita dell’intervento. Es- 
sendosi ormai fatti grandi progressi nell’ 
eliminazione di quest’ultimo fattore, il 
ritardo della diagnosi e della cura resta 
il problema pili importante, la cui solu- 
zione dipende dall’educazione del pub- 
blico e della classe medica su quanto 
riguarda il cancro dello stomaco. 

Per quanto ogni volta e dovunque si sia 
discusso tale problema, sia stata sottoline- 
ata l’importanza del ritardo nella _ diag- 
nosi e nella cura, tuttavia non sono stati 
realizzati grandi progressi in tale senso. 
Si dovrebbe costruire un quadro clinico 
del paziente affetto da carcinoma dello 
stomaco, da portare a conoscenza di ogni 
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medico del Paese. Le semplici tabelle 
riferite nel nostro lavoro, se ripetute in 
ogni stato dell’Unione, potrebbero essere 
utili nella costruzione del quadro suddetto. 
Noi crediamo che questo nostro studio 
possa costituirne l’inizio. 

I] nostro studio mostra che il paziente 
affetto da carcinoma dello stomaco é per 
solito un’individuo nel sesto o settimo 
decennio di vita, che generalmente si 
lamenta di disturbi digestivi pit o meno 
cronici, che ha perso peso e forze, che é 
impallidito, e che non ha appetito, spe- 
cialmente per la carne. Tali sintomi, ac- 
compagnati da amenia, da _ acloridria 
(secondo quanto ci dicono i dati di labor- 
atorio), da segni radiologici indicativi e 
da anormale contenuto gastrico, sono im- 
portanti e il paziente non va perso di 
vista fino a che non sia stata fatta una 
diagnosi positiva. Infine i segni clinici 
dovrebbero sempre essere tenuti in gran 
conto, e non ci si dovrebbe lasciare in- 
fluenzare dalla negativita dei segni di 
laboratorio e radiologici. Soltanto com- 
portandosi in tal modo noi potremo 
sperare di poter fare la diagnosi pil’ pre- 
cocemente, il che potra portare alla 
sopravvivenza di un maggior numero di 
pazienti. 


RESUMEN Y CONCLUSIONES 


Los principales factores imputables al 
fracaso del tratamiento quirtrgico del 
carcinoma gastrico son la demora tera- 
péutica y la operacién inadecuada. Aun 
cuando se ha efectuado gran progreso 
para eliminar el ultimo factor, la demora 
en el diagnostico y el tratamiento per- 
manecen como un gran problema. La 
solucién de este problema depende hasta 
cierto punto de la educacién del ptblico 
y en mayor extension de la educaci6on pro- 
fesional médica en lo que atafie al cancer 
gastrico. 

Aun no se dispone de gran ayuda al 
respecto, a pesar de discutirse el tema a 
cada memento y sefialarse la demora en 
el diagnéstico y por ende en el tratami- 
ento. Se trata de formar un concepto 
clinico del enfermo de carcinoma gastrico 


STARRY AND DODSON: CARCINOMA OF STOMACH 


y trasmitirlo a los médicos. Se dan a 
conocer cifras que pueden ser utiles en la 
formacion de dicho concepto. 

Se indica que el enfermo de cancer 
gastrico es un individuo ordinariamente 
de 60 a 70 afios de edad, que generalmente 
se queja de indigesti6n mas o menos cro- 
nica, pérdida de peso y fuerzas, cuyo 
color “no es bueno” y no tiene apetito, 
especialmente para la carne. Estos signos 
y sintomas, acompafadas de anemia y 
aclorhidria, mas los datos proporcionados 
por el laboratorio y el examen rontgen, 
son importantes y no debe perderse el 
control del paciente hasta lograr un diag- 
nostico positivo. Finalmente, la evidencia 
clinica debe tenerse siempre presente y 
no ser influenciado por evidencia confir- 
matoria negativa. De este modo se espera 
hacer diagnosticos mas oportunos, lo que 
redundara en mas pacientes libres de 
sintomas. 

SUMARIO E CONCLUSOES 


Os principais fat6res responsaveis pelo 
fracasso no tratamento cirurgico do car- 
cinoma gastrico séo a demora no trata- 
mento e operacao inadequada. Ainda que 
grande progresso tenha sido feito com 
relacéo a eliminacao do ultimo fator, re- 
tardo no diagnostico e tratamento ainda 
constituem o maior problema. A solucao 
deste problema depende, de certo modo, da 
educacaéo do publico e, em grande ex- 
tensao, da classe medica com relacao aos 
fatos concernentes ao carcinoma do es- 
tomago. Quando e onde o assunto seja 
discutido, o retardo no diagnostico e con- 
sequentemente no tratamento sera real- 
cado porque nés ainda nao desenvolvemos 
suficiente eficiencia nesse sentido. Nos 
deveriamos construir um conceito clinico 
do sofred6r de carcinoma do estomago e 
depois transmitir esse conceito a todos os 
medicos do pais. Os modestos quadros 
aqui delineados, si repetidos em cada 
estado da Uniao, poderao ser beneficos na 
admissao desse conceito. Acreditamos que 
desse continuo estudo podemos obter um 
ponto de partida. 

Nosso estudo indica que o sofredor de 


, 


carcinoma do estomago é um individuo 
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usualmente na sexta ou setima decada da 
vida, geralmente um homem que queixa de 
indigestéo, mais ou menos cronica, que 
tem perdido peso e forca, cuja cor “nao 
é boa,” e que nao tem apetite, especial- 
mente para carne. Esses sinais e sinto- 
mas, acompanhados de anemia e aclori- 
dria, revelada pelo laboratorio, pelos 
sinais radiologicos sugestivos e por lava- 
gens gastricas anormais, sao importantes, 
e nos nao devemos perder o controle do 
paciente até que um diagnostico positivo 
seja obtido. Finalmente, a_ evidencia 
clinica deve sempre ser tida em mente e 
nao se deixar os exames confirmatorios 
negativos influenciar nosso espirito. So- 
mente por tal atitude nds poderemos 
esperar diagnosticos precoces, mesmo em 
pacientes sem sintomas. 
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Milk of Calcium Gallbladder 
Report of a Case 


ROBERT G. MAJER, M.D., F.A.CS., F.1.C.S. 
LOS ANGELES 


HE etiologic background of milk of 
T eateiam gallbladder remains obscure, 
although as early as 1911 this patho- 
logic entity was noted by Churchman,’ 
who described his observations of a pasty 
mass in a gallbladder which, removed, con- 
sisted largely of calcium salts. Volkmann? 
presented a report of this new entity in 
1926, naming it “milk of calcium bile.” 
Other investigators have since described 
this condition, and in the June 1951 edi- 
tion of the Journal of the International 
College of Surgeons I presented a report 
of a case of milk calcium gallbladder with 
a discussion of the known pathologic fea- 
tures and possible etiologic factors. Re- 
cently I have had the opportunity to oper- 
ate on another patient with the same con- 


dition, diagnosed correctly prior to oper- 
ation as milk of calcium gallbladder. 


REPORT OF CASE 


Mrs. M. B., a widow aged 60, complained 
of acid stomach, belching and postprandial 
gastric distress of twenty years’ duration. 
Soda or hot tea, or standing up, gave some 
relief from the sour stomach and belching. 
On several occasions, after eating heavy 
meals, she suffered severe gastric pains and 
consequently, during the past ten or twelve 
years, had acquired an increasing aversion 
to fatty or rich foods. There had been no 
loss of weight during the past five years. A 
gallbladder diet and some medication pre- 
scribed by her physician had brought con- 
siderable relief at the time. 

As a young child the patient had had diph- 
theria and typhoid fever, and at 15 years of 
age had had smallpox. There had been 2 nor- 
mal deliveries. An average menopause oc- 
curred at the age of 52, followed by hot flashes, 
nervousness and insomnia, which gradually 
wore off after a few years. There was a com- 
plaint of stiff fingers, usually on rising in the 
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morning, which was considered a- symptom 
of menopausal arthritis. At the age of 45 
the patient had passed a small stone from 
the right kidney. 

Physical Examination.—Physical examina- 
tion showed the patient to be rather stout, but 
well preserved and looking younger than her 
age. The jaws were edendulous. The blood 
pressure in millimeters of mercury was 130 
systolic and 64 diastolic. The pulse action was 
irregular. An electrocardiographic study show- 
ed a sinus type with premature auricular con- 
tractions. The rhythm was regular. There was 
no graphic evidence of myocardial damage. The 
thoracic portion of the spine was moderately 
kyphotic. The obese abdomen was slightly 
tender on pressure high over the gallbladder 
area. 

Laboratory Data.—The remainder of the 
examination gave essentially negative results. 
The basal metabolic rate was minus 16. The 
blood count showed slight secondary anemia. 
The value for prothrombin was 100 per cent, 
and that for serum calcium was 7.8 mg. per 
hundred cubic centimeters. The Wassermann 
reaction was negative. 

Roentgen Examination (Dr. Wilbur 
Bailey) .—There was no visible concentration 
of dye, but a mottled area of calcification meas- 
uring about 2.5 cm. was observed in the right 
upper abdominal quadrant, which evidently 
represented a small, contracted gallbladder 
containing seedlike calculi, as well as “milk of 
of calcium bile.” A group of three small cal- 
cifications above and medial to this density 
probably represented calculi approximately at 
the junction of the cystic and hepatic ducts. 

A preliminary film of the abdomen showed 
the kidneys to be normally outlined. The gall- 
bladder shadow was again noted. There were 
a few phleboliths in the pelvis. Moderate os- 
teoarthritic changes were observed in the 
lumbar portion of the spine. 

Fluoroscopically, the aortic arch appeared 
moderately redundant. The heart did not ap- 
pear enlarged. 

A barium meal passed freely through the 
esophagus. There was a diverticulum about 
1 cm. in size, projecting anteriorly from its 
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Fig. 1—Barium study of esophagus with di- 
verticulum. Esophagus is congenitally short. 


midportion; mild ampullary dilation of the 
lower end of the esophagus was also observed. 
The stomach was of the long, vertical type. 
Its mucosal pattern was not remarkable and 
showed no visible defects. The duodenal bulb 
filled smoothly; no niche or other defect could 
be observed therein. 

At four hours the stomach was empty. 
Barium was scattered in the small intestine, 
mostly the ileum, but had not entered the 
cecum. 

The colon was outlined readily by means 
of a barium enema. No defects or deformi- 
ties could be demonstrated in it. After evac- 
uation, studies showed good elimination of 
barium, and the mucosal outline of the colon 
was not remarkable. The appendix was partly 
outlined and did not seem fixed or tender. 

Conclusions: No organic defects were dem- 
onstrated in the gastrointestinal tract, except 
for a small esophageal diverticulum in the 
midthoracic portion of the esophagus. 

Operation.—Operation was performed on 
Sept. 17, 1951. The esophageal hiatus easily 
permitted the entrance of 2 fingers. The 
stomach was normal to palpation. The pylorus 
appeared spastic. The liver was normal in 
color and consistency. 
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The gallbladder appeared thick-walled and 
was greenish gray. There were extensive 
pericholecystic adhesions between the serosae 
of the gallbladder, mesocolon and duodenum. 
The gallbladder was slightly distended, and 
no attempt was made to empty it by pressure. 
Several small stones were detected in it by 
palpation. The cystic duct was joined by the 
common duct at a near right angle; it was un- 
usually long, rather thick and fibrosed, and 
did not contain any palpable stones. The 
foramen of Winslow was patent. The cecum 
was ptotic. The appendix was rather long. 
The serosa was injected, and the distal half 
of the appendix was distended and bulb- 
shaped. The uterus was small and retroverted, 
and contained three small subserous seedling 
leiomymas. The ovaries were small and 
atrophic. The tubes were not remarkable. 
The kidneys, spleen and colon were normal 
to palpation. 

A right upper midrectus incision was made 
and the abdomen entered. The gallbladder 
was grasped and freed from the adhesions. 
Exposure of the juncture of the cystic with 
the common duct presented difficulty, owing 
to a large diverticulum of the gallbladder 
that was hanging over the juncture. There 
was one fairly large, hard lymph gland at the 
juncture. The gallbladder was removed. The 


: 
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. 2—Flat plate of abdomen demonstrating 
“milk of calcium gallbladder.” 





VOL. XVII, NO. 4 
appendix was also removed. The mesoappen- 
dix was clamped and ligated, and the appendi- 
cal stump was inverted and sewn over with 
the mesoappendix. 

Pathologic Report (Dr. J. E. Kahler) .—The 
specimen consisted of a gallbladder and an 
appendix. The gallbladder measured 8 cm. in 
length and 2.5 cm. in diameter. Most of its 
serosal surface was covered by fibrous adhe- 
sions. Its wall was 2 to 3 mm. in thickness, 
white and fibrous. The greater part of the 
mucous membrane was flattened and dull 
white; the other portions were slightly granu- 
lar in appearance and pale pink. The lumen 
of the gallbladder contained 10 cc. of green 
viscid bile, and at the lower part of the gall- 
bladder there had settled out from this bile 
a whitish gritty substance about 2 cc. in 
volume. In this gritty white material there 
were a few brownish firm masses and seven 
large concretions of whitish material having 
the porous consistency of pumice. The larg- 
est of these concretions was 1.4 cm. in its 
greatest diameter. 

Occluding the small cystic duct there were 
2 pale yellowish concretions, the one measur- 
ing 4 mm. in all diameters, the other 4 by 4 
by 6 mm. Both of these stones within the 
cystic duct were tightly impacted therein 
and, because of their rough surfaces, difficult 
to remove from the duct. Yet the main por- 
tion of the bile content of the gallbladder had 
a good green color. 

The appendix measured 8 by 0.6 cm. and 
presented no gross abnormalities. 

Microscopic examination revealed nothing 
in the sections of gallbladder that was out of 
the ordinary when considered in relation to 
the type of calcareous deposit in the lumen. 
The mucosal epithelium of the gallbladder 
was normal in appearance even in the white, 
flattened section. The mucosal stroma was 
sparsely infiltrated by lymphocytes, and an 
occasional mucosal gland extended down into 
the muscular coat. There was moderate fibro- 
sis of both muscularis and serosa, with a very 
sparse lymphocytic exudate, usually collected 
in small foci in both the muscular and the 
serous coat. A cross section of the appendix 
showed no lesion. 

Diagnosis.—The pathologic diagnosis was 
chronic cholecystitis; cholelithiasis (calculi 
plus “milk of calcium sand”), and diverti- 
culosis of the gallbladder. 

Quantitative Analysis of Gallbladder Con- 
tent.—The total content of the gallbladder 
was washed, dried and ground, and an aliquot 
was taken for analysis. Quantitative analy- 
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Fig. 3.—Gallbladder the morning after dye study. 


Fig. 4.—Gallbladder two hours after a fatty 
meal. Notice change in shape and deposit. Chalky 
material appears to have settled in lower third 
of the gallbladder, with cholesterol stones sus- 
pended in less dense upper layers. 
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sis revealed the following values: 


Calcium carbonate 
Phosphate as calcium phosphate 0.17% 
Oxalate .. 0. 
Cholesterol 
Bilirubin . 
Postoperative Course.—The postoperative 
course was uneventful. 
A test for blood serum calcium four weeks 
after the operation showed 10 mg. per hun- 
dred milliliters of serum. 


COMMENT 


During the past half century there have 
been numerous speculations and theories 
offered with regard to “milk of calcium 
bile’ by many eminent investigators. In 
Phemister’s report of his exacting studies 
on patients in whom bile and calcium car- 
bonate stones coexisted in the gallbladder,* 
he proposed the theory that lime is fil- 
tered through the wall of the gallbladder 
into the bile, and that quantities of mucus 
and pus are added from the mucosal lining 
of the organ. 

Experimental proof exists, however, to 
show that a normal mucosa or cholecystic 
wall transmits calcium into bile. The the- 
ory of a cystic duct stone with a “ball- 
valve obstruction,” in the presence of 
which bile may enter the gallbladder, 
seems hardly tenable. Another proponent 
of this theory, Knutson,* expressed the 
opinion that changes of absorptive and 
excretory function in the mucosa of the 
gallbladder are responsible for the precipi- 
tation of lime into bile. The frequent 
occurrence of hydrops of the gallbladder, 
which is caused by obstruction of the cys- 
tic duct, would seem to oppose this theory. 
The white bile contains little calcium car- 
bonate. It also seems to me that the tone 
of the gallbladder muscles would outweigh 
the tone and force of the muscular walls 
of the biliary system. 

Freeman’ has described a case in which 
the gallbladder was filled with a typical 
putty-like tenacious mass. However, there 
were no stones, no bile and scarcely any 
inflammatory microscopic changes in the 
cholecystic mucosa. Freeman admitted the 
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possibility that barium given a few days 
previously might have entered the biliary 
tract. 

It has been thought by some European 
clinicians and pathologists that a high cal- 
cium content in the gallbladder might rep- 
resent an interim state, which would 
eventually have led to the formation of 
calcium stones by precipitating calcium 
on preexisting cholesterol stones. The for- 
mation of pure cholesterol stones in a 
medium with a low protein concentration 
was noted by Aschoff.* Combined choles- 
terol calcium stones were observed in an 
inflamed gallbladder and proved to have 
a rich protein content. 

Normal bile contains roughly about 
twice as much calcium as is found in the 
blood serum, i.e., 20 mg. per hundred cubic 
centimeters. Maintenance of a proper pro- 
portion of cholesterin and bile salt acts 
to keep line in suspension. Quantitative 
changes in the amount of either chemical 
compound could encourage precipitation 
of lime. Secondary contributory factors 
in the wall of the gallbladder, especially 
the mucosa, might lead to elimination of 
calcium from the pathologic bile in the 
gallbladder. 

The hydrogen ion concentration of liver 
bile is 8.2; that of the gallbladder ranges 
between 5.8 and 6. With addition of an 
acid medium to bile, precipitation of cal- 
cium is prevented and calcium stones can- 
not form. Inflammatory hypertrophic or 
atrophic changes in the mucosa and the 
wall of the gallbladder lead necessarily to 
absorptive and excretory changes of this 
organ, which renders the gallbladder bile 
more alkaline and more like liver bile, thus 
favoring the formation of calcium car- 
bonate stones. 

The case I have reported here appears 
to be unique in one respect. The report 
of Oct. 10, 1951, shows that the postopera- 
tive serum calcium level was 10 mg. per 
hundred milliliters of serum. The fact 
that the far too low preoperative level 
of 7.8 mg. had returned to normal within 
one month after the operation gives rise to 
some interesting speculations. 
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Is there a pathologic condition or dis- 
ease in the gallbladder that interferes with 
the calcium metabolism of the body? If 
so, does this condition extract more cal- 
cium or consume the calcium reserve and 
precipitate it into the gallbladder as “milk 
of calcium bile’? Or does there exist some 
different metabolic disturbance of calcium 
in the system, which uses the gallbladder 
as a dumping-ground? 

These and other interesting questions 
remain to be answered. Meanwhile, it is 
known merely that bile stasis, infectious 
conditions, certain bacterial toxins and 
metabolic changes appear to cause or con- 
tribute to the condition known as milk 
of calcium gallbladder. 


SUMMARY 


Relatively few cases of milk of calcium 
gallbladder have been described in the 
literature, and the etiologic background 
of this entity remains obscure. 

The case reported is considered unusu- 
ally interesting because of the extremely 


low preoperative serum calcium level, 
which returned to norma! in a matter of 
weeks after the operation. 


RESUME 


La littérature n’est pas abondante de 
cas de vésicule biliaire lait de chaux; |’é- 
tiologie de cette entité morbide est aussi 
obscure. Le cas rapporté est trés in- 
téressant dufait du seuil pré-opératoire 
trés bas du calcium sanguin, seuil qui 
sest rétabli a la normale quelques 
semaines aprés |’opération. 


ZUSAM MENFASSUNG 


Es liegen verhaeltnismaessig wenig 
Berichte ueber Faelle von Kalkmilchgal- 
lenblasen vor, und der aetiologische Hin- 
tergrund dieses Krankheitszustandes liegt 
noch im Dunkeln. Der hier berichtete Fall 
wird wegen eines aeusserst niedrigen 
praeoperativen Serum-Kalkspiegels, der 
innerhalb von Wochen nach der Operation 
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zur Norm absank, fuer besonders in- 
teressant gehalten. 


RESUMEN 


Se han descrito en la literatura pocos 
casos relativamente de colecisto calchio 
lechoso, permaneciendo obscuro el fondo 
etiolégico de esta entidad patolégica. Se da 
a conocer un caso, considerandolo extraor- 
dinariamente interesante por el livel pre- 
operatorio de calcio sérico extremada- 
mente bajo, que volvié a lo normal en unas 
cuantas semanas después de la operacion. 


RIASSUNTO 


Pochi sono i casi di bile calecarea de- 
scritti nella Letteratura, e l’etiologia di 
tale stato patologico rimane oscura. 

Il caso riferito va considerato straor- 
dinariamente interessante sia perché il 
tasso del calcio nel siero era pre-operato- 
riamente estremamente basso, sia perché 
esso ritorno alia norma in poche settimane 
dopo l’intervento. 


SUMARIO 


Relativamente poucos casos de vesicula 
biliar porcelanada tem sido descritos na 
literatura e a etiologia dessa entidade 
patologica permanece obscura. 

O caso relatado é considerado inusita- 
damente interessante por causa do nivel 
de calcio no serum sanguineo extrema- 
mente baixo preoperatoriamente, o qual 
retorna ao normal poucas semanas depois 
da operacao. 
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The Problem of Appendicitis 


A Comparative Analysis of 6,427 Consecutive Appendectomies 
Performed from 1940 to 1949 in Philadelphia and Vienna 
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ITH the decreasing mortality, the 
WV problem of appendicitis begins to 
decline in its importance but re- 
mains a vital surgical problem. The ad- 
vanced diagnostic and surgical procedures 
have diminished the inherent dangers of 
this condition to a minimum. It took 
nearly two centuries, from the first timid 
surgical attempts of Mestivier, to develop 
the present operative and postoperative 
technics. The high surgical proficiency, 
together with the unceasing educational 
campaign conducted by members of the 
medical profession as well as large medical 
organizations, the Metropolitan Life In- 
surance Company, schools, countless news- 
paper and magazine articles, etc., have 
in the last few years contributed substan- 
tially to public health. 

The alerted public has become “appen- 
dicitis-conscious” and more thoughtful in 
abstaining from the use of home remedies. 
The highly tangible results are best ex- 
pressed in the steadily dwindling mortality 
rate. The afflicted person and his parents 
are, however, as before, confronted with 
grave personal problems. Interest in this 
problem must, therefore, remain acute 
because of the frequency of this condition 
and its still obscure cause. 

We concur with Morse and Rader! in 
the statement that “acute appendicitis 
continues to be,” in the United States, 

From the Department of Surgery of the Nazareth Hos- 
pital, Philadelphia, Pennsylvania, and the First Department 
of Surgery of the Hospital of the University of Vienna, 
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“the most frequent indication for major 
surgical interventions to-day.” The ap- 
parent increase of appendicitis within the 
past fifty years and its scattered distribu- 
tion over the globe have never been satis- 
factorily explained. The most careful 
evaluation, by many authors, of the dif- 
ferent possible contributory factors, such 
as habitual diet, race, and geographic and 
climatic influence, has not been success- 
ful. The matter requires further critical 
investigation. 

Like the apparently greater frequency 
of malignant tumors, the rising incidence 
of appendicitis can be at least partly 
traced to the constant growth of the popu- 
lation, improved diagnostic methods, and 
better country-wide distribution of well 
trained physicians and modern hospital 
facilities. The increasing rate of operative 
recoveries has stimulated the discontinu- 
ance of conservative medical measures in 
favor of surgical intervention. 

A third and a fourth factor responsible 
for the increasing number of appendec- 
tomies should be also mentioned here: 
(a) incidental prophylactic removal of 
the nondiseased appendix in combination 
with other abdominal operations and (b) 
appendectomy in “doubtful cases.” The 
latter has been recommended also by Kelly 
and Watkins? as a frequently needed 
and medically absolutely sound policy. 
Fortunately, the rapidly falling tendency 
of postoperative complications and thus 
of the mortality rate is the best proof of 
the correctness and soundness of early 
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as well as preventive surgical treatment. 

The following few figures drastically 
corroborate the foregoing statements: In 
a survey of crude death rates from appen- 
dicitis in the United States, Dublin and 
his co-workers*® noted the highest rate, 
14.9 per 100,000 of population, in the five- 
year period from 1925 to 1929. Accord- 
ing to the United States Department of 
Commerce* the highest death rate, 15.2 
reported in 1930 (population in the con- 
tinental U. S. A. 123,077,000) dropped to 
5.8 in 1944 (population 138,083,000), to 
3.3 in 1947 (population 144,024,000) and 
to 2.9 in 1948 (population 149,215,000). 
The figures of the Division of Vital Sta- 
tistics of Philadelphia® follow closely this 
general national trend. Bower® in 1930 
listed 149 deaths in 3,095 appendectomies 
in 28 hospitals within the city of Phila- 
delphia. Twenty years later the number 
of postoperative deaths in all hospitals had 
been reduced to less than one third. On 
a nation-wide scale and for the same years 
this reduction is even more drastic, espe- 
cially as the population of the continental 
United States has crossed the 150,000,000 
mark. 

This amazing drop in postoperative 
mortality rates must certainly be attrib- 
uted not only to improved diagnostic skill 
and operative technics but to far better 
postoperative treatment. This includes 
early ambulation, greatly advanced anes- 
thesiologic technics, and use of the new 
chemotherapeutics and antibiotics. The 
previously mentioned public awareness of 
the possible dangers of appendicitis is un- 
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fortunately limited to the more enlightened 
regions. The mental attitude and intelli- 
gence of the patient, his relatives and his 
friends is of primary importance. The 
comparative figures presented by Schmidt 
and Joachim’ are here very instructive. 
They had the opportunity to compare data 
obtained at the Student Infirmary and at 
the Wisconsin General Hospital. Although 
in the student group there were only 12 
cases (2 per cent) of perforating appendi- 
citis, the group at the General Hospital 
during the same period included 19 per 
cent. Earlier examination and hospitaliza- 
tion of the student group underlines strik- 
ingly the lower rate of perforations and 
thus the much lower number of unneces- 
sary deaths. 

The incidence of appendicitis, though 
alarmingly high in this country, has al- 
ways been considerably lower in Europe. 
Hand in hand with the lower morbidity 
there was also a lower mortality. Accord- 
ing to Hoffman* the death rate from ap- 
pendicitis per 100,000 of population did 
not exceed 3 in France in 1925, and re- 
mained constant at 3 in Italy and Spain 
the following year. Belgium, England 
and Wales and Germany had a mortality 
of 7 and the Netherlands of only 4 in 
1926, while in the United States the death 
rate was closer to 15 in the same year. 
This great difference influenced us to com- 
pare the figures on appendectomies from 
our own departments. 

The following analysis comprises 6,427 
consecutive appendectomies performed 
during a ten-year period, from 1940 to 





TABLE 1—Postoperative Mortality Rates 


Year Dublin et al. 


1930 , 14.6 (average 1930—34) 


1940? inclusive, 
1944S aver. age 
1944 average 
1945 


1946 se 
1947 3.3 
1948 2.9 
1949 ¥ 
1950 ies 
*(Pop., 1940, 1,930,845.) 
+(Pop., 1949, 2,051,491.) 


Death Rate per 100,000 people 
U.S. 


Number of deaths 
Phila- 
U.S: delphia 
18,650 282 


599* 


7,783 


4,171 
3,800 
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1949 inclusive. All cases of acute and 
chronic appendicitis were listed. Prophy- 
lactic appendectomies, incidental to oper- 
ations for other causes, were omitted. 
During this decade 3,206 appendectomies 
were performed in the First Surgical De- 
partment of the University Hospital 
(Allgemeines Krankenhaus) in Vienna, 
Austria, and 3,201 appendectomies at the 
Surgical Department of the Nazareth 
Hospital in Philadelphia. 

We are well aware that the compara- 
tive material is not complete. The deep- 
rooted disruption of private and public 
life in Vienna during and after World 
War II, as well as the steady shifting 
of the population during the second half 
of the war, influenced profoundly the nor- 
mal living conditions of the civilian pop- 
ulation. This paper is, therefore, restricted 
to the data from both surgical depart- 
ments and disregards the incomplete offi- 
cial European statistics. The privations 
of the urban population in Austria during 
the war and postwar years are generally 
too well known to need mentioning here. 
The lack of basic food, and here especially 
of animal proteins and fat, fuel, and soap, 
together with the disruption of the water 
supply and the sewage system, etc., ex- 
clude any comparison with war priva- 
tions in the United States. It should be 
mentioned here that Philadelphia and 
Vienna presented certain superficial simi- 
larities in the prewar years. The popula- 
tion of both cities was slightly below 
2,000,000. The great extra-urban migra- 
tion during the summer vacations was 
compensated, in both places, by the influx 
of tourists and visitors. There is and 
always was a marked difference in the 
food habits and the ethnologic back- 
ground of the populace, and in the local 
climate. 

For the comparative studies it is essen- 
tial to stress the fact that, although no 
major food shortages existed in the United 
States during the recent war, this situa- 
tion was most critical on the Danube. 
Large numbers of the male population, 
and in Austria also of the female, were 


in military service. 
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Only white patients were listed in Phila- 
delphia. For the sake of simplification, 
no further and more detailed pathologic 
division was attempted. We felt that a 
subdivision on the sole basis of the acute 
and the chronic condition was preferable, 
in order to circumvent otherwise unavoid- 
able misunderstandings based on a bi- 
lingual nomenclature. 

Table 2 shows the appendectomies per- 
formed in both hospitals for each year 
and the two sexes separately. 





TABLE 2—Comparative Statistics on 
Appendectomies 


Philadelphia 
Male Female Total 


ienna 
Male Female Total 


200 8 298 
113 258 
206 308 
206 8271 
210 291 
171 278 
126 229 
176 326 
238 417 
328 530 


1,974 3,206 


Year 


1940 
1941 
1942 
1943 
1944 
1945 
1946 
1947 
1948 
1949 





Total: 2,019 





The gradual increase of appendectomies 
performed on male patients in Vienna 
from 1947 to 1949 was at least partly 
caused by the return of the military per- 
sonnel and prisoners of war to civilian 
life. This condition is not quite so ap- 
parent in Philadelphia, as there was only 
a moderate reduction in the number of 
male patients from 1944 to 1946 inclusive. 
However, there was a marked preponder- 
ance of female patients in this series from 
both hospitals. In this country Harris’ 
had larger numbers of female than of 
male patients. Morse and Radar,! Kirtley 
and Daniel,!° Ray,!! Farkas’ and Scott 
and Ware™ had more male than female 
patients. Reid and Montanus,! in a group 
of 1,153, had 66.9 per cent male and only 
33.1 per cent female patients. Hill and 
Fellman,’® analyzing 1,006 consecutive 
operative cases of acute appendicitis from 
1934 to 1939, found that about one-half 
of all surgically treated patients were 
male, but only one-third of the patients 
who died were female. Tashiro and Zin- 
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TABLE 3—Statistics on Children’s 
Appendectomies 

Female 
Chil- 
dren 


Chi 
Total Adults dren 


Year Adults 





1940 
1941 
1942 
1943 
1944 
1945 
1946 
1947 
1948 
1949 


Total: 351 1,182 





TABLE 4—Distribution of Acute and Chronic 
Appendicitis in Vienna 
Female Male 
Year Chronic Acute Total Chronic Acute Total 


1940 
1941 
1942 
1943 
1944 
1945 
1946 
1947 
1948 
1949 


Total: 








ninger’® had 619 male and only 317 female 
patients. 

Table 3 lists separately all children 
under 15 years of age, of both sexes, on 
whom operation was performed in Phila- 
delphia. 

In contrast to the figures on adults, 
more male than female children were 
recorded. It is interesting that in 59 cases 
of appendicitis with perforation (0.18 
per cent) the patients were male, while 
in only 37 (0.11 per cent) did perforation 
occur in female patients of all age groups. 
Tashiro and Zinninger’® observed 196 
perforations in 619 male patients and 64 
perforations in 317 female patients. Reid 
and Montanus!‘ observed, in 1,153 cases, 
from 1934 to 1938 inclusive, 338 perfora- 
tions, or 29.3 per cent; 255 (75.4 per cent) 
of the patients in this group were male 
and only 83 (24.5 per cent) were female. 
Reid and his associates,’7 in 2,845 cases 
observed from 1915 to 1933 inclusive, 
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noted perforations in 865 (30.4 per cent). 
Cutler and Hoerr’*® reported that, in a 
series of 2,192 cases, there were 340 
perforations and 247 appendical abscesses. 

Tables 4 and 5 list separately, for both 
sexes and each year, the number of oper- 
ative cases of acute and chronic appendi- 
citis in Vienna and Philadelphia. 

The percentage incidence of acute ap- 
pendicitis in male as compared with fe- 
male patients was higher in Vienna and 
lower in Philadelphia. Tashiro and Zin- 
ninger!® stated that of 936 patients with 
appendicitis, 92.3 per cent had the acute 
and only 7.6 per cent the chronic condi- 
tion. 

CONCLUSIONS 


This study, originally undertaken for 
analysis of appendectomies performed on 
two highly diversified groups of patients, 
shows rather peculiar results. Greatly 
surprising but certainly only accidental 
is the nearly equal number of appendec- 
tomies performed in the two institutions 
surveyed. It must be emphasized here 
that the Viennese figures originate in one 
of the largest continental hospitals, while 
those from Philadelphia come from a 
relatively small institution. This observa- 
tion suggests, indirectly, the greater inci- 
dence of appendicitis in the latter city 
and probably, therefore, in the whole 
country.* 

This observation seems to confirm the 
previous statements of Short!® and Mills”° 
that appendicitis is more frequent and 
deadly in North America than in Europe. 
This peculiar character and distribution 
of this disease is mystifying, as the white 
population of the United States is racially 
nearly identical with and, on the average, 
only a few generations removed from, its 
European ancestry. Some specific agents, 
therefore, must be responsible for the 
greater prevalence of the disease in this 

Hospitals in Vienna admit patients with acute surgical 
conditions at night according to a rotating schedule, the 
patients being directed to one or two institutions in outlying 
districts. The centrally located Allegemeines Krankenhaus 
therefore does not receive its full share of such patients. 
Chronic surgical ailments are more frequently treated in the 
surgical department of this University Hospital. These 
facts, however, do not offer a full explanation of the 


similarities observed in Philadelphia and in Vienna in this 
series of cases. 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


TABLE 5—Distribution of Acute and Chronic 
Appendicitis in Philadelphia 


Female Male 
Year Chronic Acute Total Chronic Acute Total 


1940 
1941 
1942 
1943 
1944 
1945 
1946 
1947 
1948 
1949 161 


Total: 613 1,025 





1,182 





country. The real noxa, whether natural 
or artificial, is endemic in the northern 
part of the Western Hemisphere. It is 
interesting to note that the white popula- 
tion seems to be much more susceptible 
than is the Negro. A closer scrutiny of 
the weather, the chemicals used in prep- 
aration and/or conservation of food, puri- 
fication and disinfection of water, food 
containers, etc., may yield some interest- 
ing information. At present, however, 
these questions remain unanswered. 

The equality of the total figures in the 
same decade is astonishing, as is the min- 
imal difference between the same sexes 
in the two places: 1,974 female patients 
in Vienna and 2,019 in Philadelphia; 1,232 
males in Vienna and 1,182 in Philadelphia. 

A large segment of the male, and in 
Austria also of the femaie population, 
was in service during the war. The induc- 
tion of the younger women into the Aus- 
trian army and into war work outside 
the city and partial conversion of the 
University Hospital into an army hospital 
for male patients is responsible for the 
sudden drop of appendectomies performed 
on female patients in the second half of 
1941. This occurrence can not be explained 
by total mobilization only, as the male 
group did not show such sudden drop, 
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although there was a slight reduction in 
1943 and 1944. The gradual improve- 
ment of the food situation in Austria can 
be correlated with a rising tendency of 
appendectomies in both the male and the 
female group in 1948 and 1949. 

The difference of 45 more female pa- 
tients in Philadelphia and of 50 more male 
patients in Vienna is too small to be of 
any real significance. While the afore- 
mentioned figures remain unrevealing, we 
note a substantial difference in the patho- 
logic classification of acute and chronic 
appendicitis. 

This substantial variation can be ex- 
plained only by the more sudden and 
stormy onset of appendicitis in Philadel- 
phia and probably also by the greater 
willingness of the afflicted persons to sub- 
mit promptly to surgical treatment. The 
perhaps slightly deviating pathologic 
classification of the removed specimen 
had also some influence on the figures 
listed. Judging from the figures quoted 
and the size and location of the two hos- 
pitals, one must accept the logical deduc- 
tion that in the same period of time 
appendicitis in Philadelphia reached a 
far higher numerical incidence, as well 
as a higher incidence of the acute condi- 
tion, than in Vienna. 


SUMMARY 


An attempt is made to compare all con- 
secutive appendectomies performed in a 
ten-year period in Vienna, Austria, and 
Philadelphia, Pennsylvania. 

There was a conspicuous difference be- 
tween the incidence of chronic and acute 
appendicitis in the two cities. The authors 
stress the necessity of further studies to 
uncover the reason for the greater fre- 
quency of appendicitis in the United States 





TABLE 6—Pathologic Classification 


./ Vienna 
Female: ' Philadelphia 
5 Vienna 
Male: } philadelphia 


Chronic Per Cent 
1,520 (47.5%) 
613 (19.1%) 
672 (21 %) 
157 ( 4.9%) 


Per Cent 
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as compared with Europe, and express 
the hope that closer international scien- 
tific cooperation will be fruitful in all 
fields of medicine. 


RESUME 


Un effort est fait en vue de comparer 
toutes les appendicectomies faites sur une 
période de dix ans 4 Vienne, Autriche et 
Philadelphie, Penn. I] existe une différ- 
ence flagrante entre la fréquence des ap- 
pendicites aigues et des appendicites 
chroniques entre les deux villes. Les 
auteurs insistent pour qu’on étudie d’a- 
vantage les causes du plus grand nombre 
de cas d’appendicite aux Etats-Unis et 
expriment aussi le désir d’une plus grande 
collaboration scientifique et médicale 
entre les deux continents. 


ZUSAM MENFASSUNG 


Es liegt der Versuch vor, eine ununter- 
brochene Serie innerhalb von 10 Jahren 
in Wien ausgefuehrter Appendektomien 


mit einer aehnlichen Reihe aus Philadel- 
phia (Pennsylvania) zu vergleichen. 

Es stellte sich ein auffaelliger Unter- 
schied in der Haeufigkeit chronischer und 
akuter Blinddarmentzuendungen in den 
beiden Staedten heraus. Die Verfasser 
betonen die Notwendigkeit weiterer Stu- 
dien zur Entdeckung der Gruende fuer das 
haeufigere Auftreten von Blinddarment- 
zuendungen in den Vereinigten Staaten 
im Vergleiche mit Europa. Sie druecken 
die Hoffnung aus, dass eine engere inter- 
nationale wissenschaftliche Zusammenar- 
beit auf allen Gebieten der Heilkunde 
Fruechte tragen moege. 


RESUMEN 


Se intenta comparar todas las apendi- 
cectomias efectuadas en un periodo de 10 
anos en Viena (Austria) y Filadelfia 
(E.U.A.). Existe una ostensible diferencia 
en la incidencia de apendicitis agudas y 
crénicas en las dos ciudades. Se puntualiza 
la necesidad de mas estudios para descu- 
brir el motivo de la mayor frecuencia de 
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apendicitis en los Estados Unidos que en 
Europa, asi como para expresar la es- 
peranza de que una cooperacion cientifica 
internacional mas estrecha sea fructuosa 
en todos los campos de la medicina. 


RIASSUNTO 


Vengono confrontate le appendicectomie 
eseguite in un periodo di 10 anni a Vienna 
e a Filadelfia. 

Notevole fu la differenza nella fre- 
quenza della appendicite acuta e cronica 
nelle due citta. Gli Autori insistono sulla 
necessita di ulteriori studi per scoprire la 
ragione della maggior frequenza dell’ap- 
pendicite negli Stati Uniti in confronto di 
quella in Europa, ed esprimono la sper- 
anza che una pil stretta collaborazione 
scientifica internazionale riesca fertile in 
ogni campo della medicina. 


SUMARIO 


Uma tentativa é feita para comparar 
todas as consecutivas apendectomias exe- 
cutadas em um periodo de 10 anos em 
Viena, Austria e Filadelfia, Pensilvania. 

Houve uma conspicua diferenca entre a 
incidencia de apendicite aguda e cronica 
nas duas cidades. Os autores realeam a 
necessidade de ulteriores estudos para 
descobrir a razao da grande frequencia 
de apendicite nos Estados Unidos, com- 
parada com a da Europa e manifestam 
a esperanca de que mais intima coopera- 
cao internacional sera frutifera em todos 
os campos da medicina. 
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It is not, however, for any specific solution to our problems that 


a knowledge of the past is essential and an ignorance of it danger- 
ous. It is the need we have for some perspective if we are not to be 
led astray by every new achievement or every new social or politi- 
cal nostrum. We do not really see things unless we see them in 
their relations—not merely in their relations to us but in their rela- 
tions to similar events or conditions in the past. Unless we know 
something of what has been thought and done in the past, we are 
helpless in judging the present. 

We are moving so fast today that we are utterly at sea as to 
where we are going. It is needless to point out the changes in the 
last century, compared with which the entire history of the race in 
material advancement may be considered almost static. I may mere- 
ly say that I have myself talked with a relative who recalled the 
days when there was no such thing as steam locomotion in common 
use, and the horse or the sailboat was the only means of communi- 
cation by land or sea. In this mad onward whirl some perspective, 
some sense of past achievement, some realization of values is more 
essential today than ever. 

—James Truslow Adams 





Pain—Chemotherapeutic and Surgical Approach 
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gical approaches to the relief of pain, 

it is pertinent at this time to clarify 
the current concept of the meaning of pain 
and determine whether or not a noxious 
impulse comes under this heading. Pain 
is a specific sensory experience mediated 
through nerve structures that are distinct 
and separate from those which mediate 
other sensations. A definite distinction 
between pain and its perceptibility must 
be made. The pain threshold is the lowest 
perceptible intensity of pain. The inter- 
pretation of pain, therefore, is dependent 
on the pain threshold in conjunction with 
the amount of noxious stimulant that pro- 
duces the sensation recognized as pain. 
Pain sensation is unique in that many 
methods of stimulation may produce it. 
This is not true of any other type of 
sensation. 

The ability to perceive pain depends on 
relatively simple and primitive nerve con- 
nections. These nerve connections, nat- 
urally, must be intact. Pain impulses are 
received at ramifying nerve terminals 
scattered throughout the skin, the sub- 
cutaneous structures and the viscera. 
These impulses are transmitted through 
myelinated and nonmyelinated fibers of 
various sizes, either directly to the pos- 
terior root ganglia in somatic nerves, or 
indirectly in sympathetic trunks and then 
through the sympathetic ganglia to the 
posterior root ganglia via the white rami 
communicantes. The occurrence or recog- 
nition of pain is dependent on the in- 
tegrity of the pathways, the nature of the 
stimulant, its intensity, and the pain 
threshold of the individual person in- 
volved. 

Cell bodies of sensory nerves are found 


|: discussing chemotherapeutic or sur- 
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in the posterior root ganglia. Dendrites 
from the ganglia enter the cord along the 
posterior lateral sulcus and reach the 
posterior horn. The impulse is then trans- 
mitted to the opposite side of the cord 
in the anterior commissure and ascends 
to the lateral nucleus of the thalamus via 
the lateral spinothalamic tract. Some few 
impulses utilize older fibers, travel via 
the spinotectal tracts leading to the roof 
nuclei of the mesencephalon. Impulses that 
reach the thalamus are transmitted to the 
postcentral area of the cortex via the 
thalamocortical radiation, and are then 
transferred to the lower part of the post- 
central gyrus. 

There is a definite distinction of quality 
between cutaneous pain and visceral pain. 
Cutaneous pain seems to exert an exhilar- 
ating action, inciting the subject to fight 
or flight. Visceral pain is of an aching 
quality, with a depressing effect commonly 
associated with nausea. Cutaneous pain, 
such as a pricking or a burning sensation, 
can be fairly well localized. Visceral pain 
of a dull aching quality is generally poorly 
localized. 

Pain is frequently associated with wide- 
spread spasm and rigidity of the skeletal 
muscles. It is also associated with vaso- 
motor changes, such as tearing, sweating, 
nausea and vomiting. Central pain is 
characteristic of lesions of the thalamus 
or the spinothalamic tracts. 

The register of pain is dependent on 
the tissue excited by painful stimuli. 
Tissues of ectodermal origin, such as skin, 
cornea, etc., have a very large supply of 
pain-registering nerve endings. Tissue of 
mesodermal origin, such as ligaments, 
tendons, muscles, etc., have nerve endings 
registering pain which is definitely in- 
fluenced by ischemia or dilatation in blood 
vessels. Tissues of endodermal origin, such 
as the gastrointestinal tract, kidneys, etc., 
have nerve endings registering pain that 
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will most likely be transmitted through 
the sympathetic nervous system. Causalgia 
is a condition recognized as a painful 
sensation associated with burning pain 
and paresthesia, while neuralgia is char- 
acterized by paroxysmal attacks of light- 
ning-like pain of high intensity. 

Headache is dependent on many ana- 
tomic and physiologic factors, and the 
pain register can arise from tissues cover- 
ing the cranium, the intracranial struc- 
tures, traction on veins or arteries or both, 
distention and dilatation of arteries, in- 
flammation, direct pressure by neoplasms, 
arterial hypertension, constipation, in- 
flamed accessory sinus, skeletal muscle 
contractures, ocular disease and many 
other conditions. Cardiac, pulmonary, 
gastrointestinal and genitourinary pain 
is registered most probably through the 
sympathetic nervous system. 

Control of Pain.—Pain problems, al- 
though not always easy to solve, can be 
ameliorated by proper study and treat- 
ment, and it is reasonable to expect that 
all patients suffering pain now can obtain 
relief. 

Chemotherapeutic Approach: Pain-re- 
lieving drugs that interrupt the mecha- 
nisms responsible for pain must be dis- 
tinguished from analgesics. Atropine may 
relieve the pain of smooth muscle spasm 
by relieving the spasm. This interrupts 
the mechanisms responsible for the pain. 
Ergotamine may relieve migraine by con- 
stricting overdistended vessels; again, an 
interruption of the mechanisms. Neither 
drug is an analgesic. 

Analgesics modify sensory perceptions. 
Coal tar products act primarily on the 
threshold of pain perception. A minimal 
dose is as effective as a maximal one. Once 
the pain threshold has been influenced to 
its maximum capacity, increasing the dose 
will not change the pain threshold. Opiates 
and alcohol, also analgesics, are effective 
because they control the reaction to pain 
and at the same time raise the threshold 
of perception. Opiates and alcohol are as- 
sociated with apathy and lethargy, a fact 
that undoubtedly exerts a marked influ- 
ence so far as addiction is concerned. The 
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induction of a state of relative detach- 
ment, which is almost always associated 
with the use of opiates, is the one evil 
effect of the drug. 

Chemotherapy for the relief of pain is 
advisable and indicated in conditions pro- 
ducing that pain sensations of relatively 
short duraticn. The desired ameliorating 
effect of the drugs in conditions of short 
duration preclude addiction to drugs, since 
the therapeutic agent can be withdrawn 
rather quickly. For conditions associated 
with indefinite periods of pain, such as in- 
tractable pain, pain due to malignant dis- 
ease, etc., procedures that will obliterate 
or interrupt the painful stimuli are the 
procedures of choice. These not only will 
give the patient relief of pain but will 
obviate drug addiction. 

Surgical Procedures.—There are sev- 
eral principal surgical procedures that 
can be used to reduce or abolish intract- 
able pain, depending on the site, extent 
and spread of the painful stimulus as well 
as the tissue involved. 

1. Surgical extirpation of the painful 
part, as in cases of peptic ulcer, is effec- 
tive. 

2. Section of the peripheral nerve 
transmitting the painful impulses is also 
effective. 

3. Section of the sensory nerve roots 
transmitting the painful impulses is ex- 
tremely effective. 

4. Removal of part or all of the sym- 
pathetic chain for pain emanating from 
the abdominal viscera is quite successful. 

5. Selective section of the tracts within 
the central nervous system is the pro- 
cedure of choice in the presence of wide- 
spread pain, and the results are most 
gratifying. Selective sectioning of the 
spinothalamic tract in the spinal cord or 
the medulla, or removal of the postcentral 
gyrus, results in relief of pain. 

6. Lobotomy and topectomy procedures 
that distort interpretation of pain are also 
effective in carefully selected cases. 

Surgical extirpation of the painful part, 
as in cases of peptic ulcer, speaks for 
itself and needs no further comment. The 
same can be said of section of the periph- 
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eral nerves. The latter procedure, how- 
ever, should be discouraged, because it 
affects not only the sensory but the motor 
function of the muscle or groups of 
muscles innervated by the peripheral 
nerve. 

Section of the sensory root, or rather 
posterior rhizotomy, for the treatment of 
pain in carefully selected cases has been 
most satisfactory. It definitely is not in- 
dicated for patients who have lesions of 
the viscera or of intrathoracic origin, or 
lesions located in the arm or shoulder re- 
gion. Rhizotomy in the region of the 
brachial plexus affecting the arm and 
shoulder should be discouraged because 
the patients lose their coordination, in 
spite of the fact that only the posterior 
roots are attacked. There are many pro- 
ponents of rhizotomy, among whom are 
Ray, Grant, Stookey and others, but the 
limitations of this procedure cannot be too 
strongly emphasized. Its effectiveness is 
unquestioned in the relief of intractable 
pain about the face and neck, and section- 
ing the trigeminal and glossopharyngeal 
nerves for pain of the face, oral cavity 
and pharynx down to the cricoid cartilage, 
regardless of its cause, is most gratifying. 

Sectioning the fifth nerve for the relief 
of pain due to trigeminal neuralgia or 
carcinoma of the tongue if located in the 
anterior two-thirds, has proved by far the 
best method of treatment. Sectioning of 
the ninth nerve in the presence of glosso- 
pharyngeal neuralgia and neoplastic con- 
ditions arising in the posterior pharyn- 
geal wall from Rosenmueller’s fossa to the 
cricoid cartilage, as well as the posterior 
third of the tongue, is extremely effective. 
Many patients with these conditions are 
confirmed drug addicts, but after the re- 
lief of pain the drug can be withdrawn 
and the patient lives a far more comfort- 
able life. x 

Trigeminal neuralgia and glossopharyn- 
geal neuralgia can be effectively relieved 
by section of the fifth and ninth cranial 
nerves respectively. Accurate differential 
section of the fifth cranial nerve for the 
relief of trigeminal neuralgia, as intro- 
duced by the author in 1934, is the method 
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of choice. This is indicated for more than 
98 per cent of the patients who complain 
of trigeminal neuralgia, and, since the 
ophthalmic branch as well as the motor 
root is preserved, this procedure precludes 
any type of ophthalmic complication and 
there is no interference with the motion 
of the jaw. The wearing of artificial den- 
tures is not interfered with. Dentists ap- 
preciate the value of preserving the motor 
root far more than do members of the 
medical profession. Section of the ninth 
nerve between the brain stem and the 
jugular foramen is the method of choice. 
Both procedures give excellent relief, and 
the attending risk is less than one-half 
of 1 per cent. 

Injection or removal of part or all of 
the sympathetic chain for pain emanating 
from the abdominal viscera has proved 
successful in many instances. Blocking of 
the stellate ganglia has become popular 
in rather recent years. That this proce- 
dure is relatively safe and accompanied by 
a low incidence of complication is not 
borne out by experience. Horner’s syn- 
drome is a common concomitant of this 
procedure, whether it follows injection or 
surgical removal. Deaths following injec- 
tion of the stellate ganglia have been re- 
ported, the most recent one by Pallin and 
Deutsch of Flushing, New York. Injection 
of the stellate ganglia for the relief of 
anginal pain is one method that has given 
relief in selected cases. An operative pro- 
cedure for the relief of anginal pain, re- 
moval of the sympathetic ganglionic chain 
as introduced by White, Klemme and 
Poppen, has proved beneficial. Preserva- 
tion of the stellate ganglia (Klemme) pre- 
cludes Horner’s syndrome and has proved 
most effective. The relief of visceral pain 
in the abdomen by removal of the sym- 
pathetic ganglia and the ganglionic chain 
has been utilized for a good many years 
and in many instances is most satisfac- 
tory. 

Lumbar or dorsal paravertebral block 
with procaine hydrochloride, employed as 
a diagnostic method, and the use of alcohol 
or dolamin for the relief of pain in cases 
of thromboangiitis obliterans, even when 
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this condition is associated with ulceration 
and gangrene, is accepted as a temporary 
therapeutic measure. Lumbar sympathec- 
tomy generally relieves the patients of 
pain and intermittent claudication. Bila- 
teral sympathectomy is the procedure of 
choice. 

Cerebral Procedures for the Relief of 
Pain.—The removal of the postcentral 
cortex has been advocated and carried 
out by many, particularly Mahoney and 
Horrax. The one great difficulty is the 
widespread distribution of the sensory 
cortex. This is a major operative proce- 
dure and hence not iikely to become popu- 
lar. Relatively recently Watts and Free- 
man, Poppen, and Otenasek have used 
bilateral prefrontal lobotomy for the re- 
lief of pain and have reported many good 
results. The theory is that lobotomy alters 
the patient’s reaction to pain without 
materially changing his ability to feel 
pain. The effect on the patient’s mentality, 
however, makes the procedure question- 
able. Scarff has advised unilateral pre- 
frontal lobotomy in order to minimize a 
personality change, but many of his re- 
sults are disappointing. 

'Topectomy, i.e., removal of cortical 
areas 9 and 10, has been advocated, and 
favorable results have been reported. The 
magnitude of this procedure, as in re- 
moval of the postcentral cortex, will limit 
its application. The advantage of topec- 
tomy over lobotomy, if any, is that the pa- 
tient shows less apathy and not as much 
mental! deterioration. Areas 9 and 10 are 
not easily located. The strange thing about 
the results of the operation is that the 
patient tends toward an emotional state 
opposite to the original psychosis. Pain 
is still experienced after operation, but 
suffering is not as intense. Psychologically 
the perception of pain is still present in 
these patients after the operation, but the 
suffering and intense reactivity to these 
pains are no longer present. Topectomy 
is a heroic surgical measure. One may well 
question whether the results justify the 
procedure. Very recently Felix Mandl of 
Vienna suggested chemical lobotomy, in 
which procaine hydrochloride with phenol 
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is injected homolaterally and contralater- 
ally. His reports indicate that homo- 
lateral injections are far more effective 
than contralateral. His series does not 
justify anything more than inference. 

The effect of bedatron as applied to 
man, is still unknown, but from experi- 
mental work one would suspect that it 
offers some prospect of avoiding oper- 
ative intervention. The use of a needle 
with a stereotoxic machine in coagulating 
the thalamic area is still so recent that 
comment is purely in the realm of specu- 
lation. 

Operative Procedures on the Spinothal- 
amic Tract.—The procedure that I am 
most anxious to emphasize and impress 
on my readers is selective section of the 
tract within the central nervous system 
that transmits painful impulses, the 
spinothalamic tract. Whether pain is due 
to malignant disease, traumatic condi- 
tions, gastric crises or any one of many 
other causes, the simple administration 
of analgesics, particularly narcotics, does 
not solve the problem. An attempt should 
be made to relieve pain. It is important 
and cannot be too strongly emphasized 
that the patient be made to understand 
that relief of pain will not influence the 
etiologic factors in his condition. 

The first procedure introduced for the 
relief of pain utilizing the spinothalamic 
tract was known as chordotomy. This was 
introduced by Spiller in 1904 and first 
performed in January 1911 by Martin. 
Spiller proved beyond doubt that the 
transmission of pain and temperature 
utilized the anterolateral tract of the 
spinal cord. Schuller of Vienna, on purely 
theoretical grounds, suggested section of 
the anterolateral tract (spinothalamic) 
for gastric crises, but credit is due 
Spiller for this merciful operation. The 
first operative result was reported in 1912. 
Numerous sections of the anterolateral 
tract for the relief of pain have only em- 
phasized the value of the procedure. In 
spite of the many favorable reports, the 
operation is still neglected. Various levels 
in the cord from the fifth thoracic ceph- 
alad have been used by the neurosurgeons, 
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and excellent results have been reported. 

Section of the spinothalamic tract is 
most commonly done at the third and 
fourth dorsal levels. The operation con- 
sists primarily of sectioning the spino- 
thalamic tract as well as the portion of 
Lissauer’s tract in the cord. A very high 
percentage of relief, associated with an 
extremely low operative mortality rate, 
makes this the procedure of choice. Many 
operations have been performed at levels 
as high as the first cervical segment (Peet 
and others). Dogliotti interrupted the 
tract at the point where the trochlear 
nerve roots are given off. A more practical 
procedure was introduced by Schwartz in 
1941—tractotomy of the spinothalamic 
tract in the medulla oblongata. This pro- 
cedure has facilitated the relief of in- 
tractable pain distributed over the 
shoulder and neck that cannot be inter- 
rupted by chordotomy. Section of the 
spinothalomic tract in the medulla abol- 
ishes pain as high as the first cervical 
segment. 

The landmarks for cutting the spino- 
thalamic tract are as well defined in the 
medulla as in the spinal cord. The in- 
cision is made just ventral to the point 
of emergence of the eleventh cranial 
nerve, as suggested by White. The spino- 
thalamic tract lies between the vagal root- 
lets emerging from the posterior lateral 
sulcus and the inferior olive. The first 
bilateral spinothalamic tractotomy in the 
medulla was carried out by the author in 
1941, with excellent results. Spinothalamic 
tractotomy (chordotomy) has been ac- 
cepted by the neurosurgeon as a practi- 
cable and merciful procedure for some 
time. The possibilities still are not as 
widely appreciated by the medical profes- 
sion at large as they should be. Many pa- 
tients harassed by pain can be relieved 
early, and narcotics can be reduced notice- 
ably or even completely withdrawn. 


SUMMARY AND CONCLUSIONS 


Problems connected with pain, if prop- 
erly evaluated, can be benefited by chemo- 
therapy or surgical intervention, and it is 
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reasonable to expect that all patients 
can obtain relief. The benefits of chemo- 
therapy are accomplished either by inter- 
rupting the mechanism responsible for 
pain or by raising the threshold of 
pain perception. Chemotherapy is indi- 
cated only for patients suffering from con- 
ditions producing pain of short duration. 
Surgical intervention, on the other hand, 
is indicated for patients who have pain 
for indefinite periods, and the procedures 
will obliterate or interrupt the painful 
stimuli. These measures not only give pa- 
tients relief of pain but obviate drug ad- 
diction. The various surgical procedures 
are enumerated and the effectiveness of 
each pointed out. 


RESUME 


Le syndrome couleur, s’est il est bien 
étudié, peut disparaitre soit par la chimi- 
othérapie soit par une intervention chi- 
rurgicale et ceci pour tous les patients 
sans exception. La chmiothérapie a le 
privilége d’interrompre le mécanisme qui 
cause la douleur ou d’en enle ver le seuil 
de perception. Ce traitement n’a de valeur 
que pour la douleur de courte durée, 
tansisque le traitement chirurgical est 
indiqué chez ceux qui ont la douleur pour 
de longues périodes de temps; ce traite- 
ment chirurgical fait disparaitre ou fait 
cesser les causes de la douleur. De la 
sorte, un soulagement est obtenu qui 
enléve la douleur et prévient la narco- 
manie. L’auteur passe ensuite en revue 
lesdifférents procédés usités en donnant 
a chacun sa veleur intrinséque. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Schmerzzustaende koennen, wenn sie 
sorgfaeltig diagnostiziert werden, chemo- 
therapeutisch oder chirurgisch behandelt 
werden, und man darf erwarten, dass alle 
Kranken Linderung erfahren. Die Erfolge 
der Chemotherapie beruhen entweder auf 
der Unterbrechung des Schmerzmecha- 
nismus oder auf einer Erhoehung der 
Schmerzempfindlichkeitsschwelle. Chemo- 
therapie ist fuer alle Erkrankungen, die 
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Schmerzen von kurzer Dauer hervorrufen, 
angezeigt. Dagegen kommt der chirur- 
gische Eingriff fuer Kranke mit zeitlich 
unbegrenzten -Schmerzperioden in Be- 
tracht. Die chirurgischen Verfahren zer- 
stoeren oder unterbrechen die schmerz- 
haften Reize. Diese Massnahmen bringen 
nicht nur Schmerzlinderung, sondern ver- 
hueten auch die Gewoehnung an Mittel. 
Die verschiedenen chirurgischen Verfah- 
ren werden aufgezaehlt, und auf die 
Wirksamkeit jeder einzelnen Prozedur 
wird hingewiesen. 


RESUMEN Y CONCLUSIONES 


Si se valorizan apropiadamente los 
problemas relativos al dolor, pueden 
obtenerse beneficios con la quimioterapia 
o la intervencién quirtrgica, siendo razon- 
able esperar que todos los pacientes 
obtengan alivio. Los beneficios de la 
quimioterapia se producen por la inter- 
rupcién del mecanismo responsable del 
dolor o por elevacién del umbral de la 
percepcién del dolor. Se encuentra in- 
dicada solamente en pacientes que sufren 
de estados en los que el dolor producido 
es de corta duracién. Por otra parte, la 
intervenci6n quirtrgica se encuentra in- 
dicada en pacientes con dolor por periodos 
indefinidos, en los que los procedimientos 
interrumpiran u obliteraran los estimulos 
dolorosos. Esta conducta no solo propor- 
ciona al paciente alivio del dolor sino que 
elimina la adicién de droga. Se enumeran 
los diversos procedimientos quirurgicos 
y se expone la efectividad de los mismos. 


CONCLUSIONI RIASSUNTIVE 


Gli stati dolorosi, se correttamente 
valutati, possono essere beneficamente in- 
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fluenzati dalla chemioterapia o dall’inter- 
vento chirurgico ed é ragionevole sperare 
che tutti i pazienti possano trarne sollievo. 
La chemioterapia esplica la sua influenza 
sia coll’interrompere il meccanismo del 
dolore sia coll’innalzarne la soglia di per- 
cezione; tale mezzo terapeutico é indicato 
soltanto nei pazienti affetti da malattie che 
producano dolore di breve durata. L’in- 
tervento chirurgico, viceversa, é indicato 
nei pazienti che hanno dolori per periodi 
indefiniti, e gli interventi tendono ad 
eliminare o ad interrompere gli stimoli 
dolorosi. Questi provvedimenti non solo 
producono nel paziente la scomparsa del 
dolore ma permettono di eliminare la 
somministrazione di medicamenti. Ven- 
gono enumerate le varie tecniche chirur- 
giche e la loro ripsettiva efficacia. 


SUMARIO E CONCLUSOES 


Problemas relacionados com a dor, si 
propriamente avaliados, podem ser benefi- 
ciados pela quimioterapia ou pela in- 
tervencao cirurgica e é razoavel que se 
espére que todos os pacientes possam 
obter alivio. Os beneficios da quimio- 
terapia sao desempenhados seja_ inter- 
rompendo o mecanismo responsavel pela 
dor ou elevando o limiar da percepcao 
dolorosa. A quimioterapia é¢ indicada 
somente para pacientes que sofrem de 
condigdes que produzem dor de curta 
duracéo. A intervencao cirurgica, por 
outro lado, é indicada para pacientes que 
tem dor por periodos indefinidos e os 
processos obliterarao ou interromperao os 
estimulos dolorosos. Essas medidas nao 
somente dao alivio da d6r aos pacientes 
mas evitam medicac¢ao adicional. Os varios 
processos cirurgicos sao enumerados e a 
eficacia de cada um apontada. 





What has become customary by long endurance is wont to give less annoyance 
than what is not customary, even if the former be more severe. But it may some- 
times be necessary to produce a change to what is unaccustomed. 


—Hippocrates 





Acute Myelogenous Leukemia Simulating 


Acute Appendicitis 
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an intensive search of medical jour- 

nals revealed no articles on acute 
myelogenous leukemia starting with pain 
in the right lower abdominal quadrant, 
simulating appendicitis. 


Te case deserves attention because 


REPORT OF CASE 


Mrs. C. B., a white woman aged 57, was 
first seen at her home at about 5 p.m. on 
May 16, 1951. She stated that she had been 
perfectly well up until the morning of that 
day, when a steady pain developed across 
the midabdomen and gradually settled down 
to the right lower quadrant. This pain in- 
creased in intensity during the day. The 
patient lost her appetite but had no nausea 
or vomiting. There had been one bowel move- 
ment in the morning but none since. There 
were no urinary disturbances. 

An inventory by systems revealed no ab- 
normalities. The patient had 3 children. She 
did not smoke or drink. There was no past 
history of illnesses, operations or injuries. 
The family history was irrelevant. 

Physical examination revealed the patient 
to be well developed and well nourished, but 
pale and in evident distress. She weighed 
190 pounds (86.2 Kg.). The results of ex- 
amination were entirely negative except for 
a temperature of 101.3 F., a regular pulse 
rate of 100, a blood pressure of 120 systolic 
and 80 diastolic, pale conjunctivae and an 
edentulous mouth. The abdomen was round 
and rather large; it moved evenly with res- 
pirations, except for a slight diminution in 
the right lower quadrant. In this area there 
was definite spasm but no rigidity. Acute 
tenderness in the right lower quadrant pre- 
vented deep palpation. 

The remainder of the abdomen was normal. 
The liver and spleen were not palpable. There 
was no mass or free fluid. Rovsing’s sign 
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was positive. Rectal examination revealed 
acute tenderness high on the anterior wall. 
A diagnosis of acute appendicitis was made, 
and the patient was sent to the hospital for 
operation. 

Laboratory analyses gave the following re- 
sults: red blood cells, 2,710,000 per cubic mil- 
limeter, with 60 per cent hemoglobin; white 
blood cells, 9,300 per cubic millimeter, with 
60 per cent polymorphonuclears and 40 per 
cent lymphocytes. The blood was of Type 
AB and was R, positive. Urinalysis gave 
negative results. The cause of the anemia was 
not explained at this time. 

On the basis of the acute abdominal condi- 
tions the patient was prepared for operation. 
Spinal pontocaine-dextrose and_ pentothal 
anesthesia was employed. The abdomen was 
painted with zephiran, draped and entered 
through a McBurney incision. When the peri- 
toneum was opened a small amount of clear 
fluid was present. The base of the cecum 
showed some edema and was delivered into 
the wound. The appendix was not enlarged, 
measuring approximately 6 by 0.5 cm., and 
was only mildly congested and edematous. It 
became apparent that the appendix was not 
the organ responsible for the acute symptoms 
and signs. The appendix was removed as 
usual, and further examination of the cecum 
and the distal part of the ileum was carried 
out. The surface of the cecum at the ileocecal 
juncture showed considerable edema and sur- 
face congestion. Palpation of this area re- 
vealed a raised, boggy induration in the vi- 
cinity of the ileocecal juncture, with a central 
crater that might have corresponded to the 
lumen of the ileocecal valve. The induration 
extended around the central crater for a dis- 
tance of 4 to 5 cm. This edematous, indurated, 
elevated area within the lumen of the cecum, 
involving the ileocecal juncture, was approxi- 
mately 1 to 1% inches (2.5 to 3.7 cm.) away 
from the base of the appendix. The interven- 
ing wall of the cecum, between the ligated 
base of the appendix and the indurated area 
about the ileocecal juncture, was relatively 
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soft, which suggested that the indurated area 
was not directly related to the appendix. The 
indurated area was freely mobile on the 
posterior abdominal wall, and there were no 
nodes in the vicinity. The nature of this 
intracecal lesion was not apparent, and it 
was deemed inadvisable to open the cecum 
to obtain a biopsy specimen because of the 
intense edema already present and the possi- 
bility that edema might spread and cause 
disruption of the opening. The abdomen was 
closed in layers as usual, and the patient was 
returned to her room in good condition. It 
was decided to treat this acute condition con- 
servatively through the acute stage and then, 
at the first opportunity, to reinvestigate it 
completely. 

The postoperative course was stormy and 
was marked by bouts of fever, the tempera- 
ture going up to 102 and 103 F. for the first 
four days, then gradually decreasing by lysis 
after the fifth day. On May 18 a leukocyte 
count showed 10,600 cells per cubic milli- 
meter of blood, with 50 per cent polymorpho- 
nuclears, 45 per cent lymphocytes and 5 per 
cent monocytes. Starting on the first post- 
operative day, the patient received 500 cc. of 
blood each day and was given penicillin and 
streptomycin. On May 19 the temperature 
was still elevated, but peristalsis was good and 
the abdomen was soft. The patient had her 
last transfusion on May 20. Her general 
appearance was improved, and her appetite 
was returning. On May 21 streptomycin was 
stopped. On May 22 a white blood count re- 
vealed 12,450 cells per cubic centimeter, 
with 63 per cent lymphocytes, 35 per cent 
juvenile cells and 2 per cent monocytes. 
The neutrophils had toxic granules. On 
May 22, 28, 24, 25 and 26 the temperature 
gradually leveled down almost to normal and 
the patient was ambulatory. On May 27 the 
temperature again rose to 101 and 102 F.; on 
May 30 it was 103 F. A complete blood count 
on June 1 showed 4,000,000 red cells per cubic 
millimeter, with 75 per cent hemoglobin and 
a color index of 0.9; there were 16,800 white 
cells per cubic millimeter, with 5 per cent 
polymorphonuclears and 95 per cent lympho- 
cytes. On May 28, after the second dise in tem- 
perature, antibiotic therapy was again started 
with penicillin, sulfasuxidine and aureomycin. 
On June 1, since it was quite evident that this 
patient was suffering from a severe blood 
dyscrasia, possibly acute aleukemic leukemia, 
and since facilities for studies of the bone 
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marrow were not available at this hospital, 
the patient was transferred to the Maine 
General Hospital for further investigation. 
She was admitted there on June 1 and dis- 
charged on June 30. During the first five 
days of her hospitalization there the patient 
fas acutely and severely ill, with a swinging 
temperature running as high as 104.2 F. and 
associated with tachycardia, the pulse rate 
reaching 120 per minute. The respirations 
were rapid and labored and varied from 20 
to 48 per minute. Blood studies revealed a 
red cell count of 2,810,000 per cubic milli- 
meter with a hemoglobin level of 56 per 
cent; the white blood cells numbered 16,200 
per cubic millimeter; the hematocrit reading 
was 27, and the smear corpuscular hemoglobin 
value was 28. The platelets appeared slightly 
increased on smear. A peripheral smear re- 
vealed 32 per cent blastocytes, 23 per cent 
adult lymphocytes and 43 per cent adult neu- 
trophils distributed as follows: 1 per cent 
segmented cells, 8 per cent metamyelocytes, 
33 per cent myelocytes and 1 per cent pre- 
myelocytes. Two per cent of nucleated red 
blood cells were present. The urine was es- 
sentially normal except for 25 mg. of albu- 
min, rare fine granular casts and rare red 
blood cells. The value for blood urea nitro- 
gen was 17 mg. per hundred cubic centimeters, 
and that for fasting blood sugar was 130 mg. 
A roengenogram of the chest was essentially 
normal. A biopsy of sternal bone marrow 
was done on June 1; it revealed 84 per cent 
myeloblasts, 3 per cent promyelocytes, 4 per 
cent myelocytes, 1 per cent eosinophils, 1 
per cent lymphocytes and 7 per cent normo- 
blasts. The impression was that of acute 
leukemia, probably of the myelogenous type. 
Because of the fever, a blood culture was 
taken and the patient was started on large 
doses of aqueous penicillin and dihydro- 
streptomycin. She did not improve, and on 
the fifth hospital day she was started on 
ACTH, the average dose varying from 80 
to 110 mg. per day. 

On the second day after institution of this 
therapy there was a dramatic improvement 
in the patient’s condition. The temperature 
fell from 103 to 98.6 F.; the pulse rate de- 
creased from 120 to 80 per minute and the 
respiratory rate from 48 to 20 per minute. The 
anemia was treated by the administration of 
six transfusions of whole blood, 500 cc. being 
given each time. After ten days of ACTH 





VOL. XVII, NO. 4 
therapy a second sternal bone marrow biopsy 
was done in an effort to evaluate the im- 
provement from the laboratory point of view. 
It is of interest that there was very little 
change; the proportion of myeloblastic cells 
had increased to 93 per cent, showing that 
the basic process had not been interfered 
with, although clinically the patient was look- 
ing much better. On June 17 there was a 
sharp rise in temperature, though no local- 
izing sign was present. It was considered 
probable that the effect of ACTH was running 
out. During the following days the respira- 
tions became increasingly rapid, and the out- 
look appeared hopeless unless some new type 
of treatment could be instituted. Accordingly, 
the patient was started again on full doses 
of chloromycetin, aqueous penicillin and strep- 
tomycin, with no apparent benefits. The dose 
of ACTH was therefore increased to 40 mg. 
every eight hours, a total of 120 mg. daily. 
Prior to this increase in dosage, the patient 
had been maintained on 40 mg. per day for 
two weeks, and it was apparently this lower 
dosage that had caused the trouble. The pa- 
tient again showed dramatic improvement 


with this increased dosage of ACTH and was 
discharged from the hospital on June 30, with 


instructions to continue the full dose of ACTH 
at home and gradually diminish it as her 
condition permitted. On general physical ex- 
amination there was no evidence of any ab- 
normal bleeding tendency, although there 
were small ecchymotic areas over the soft 
palate and the palatine arches. There were 
coarse rales and ronchi at both lung bases, 
more marked on the right. There was no 
cervical adenopathic change, and the spleen 
could not be palpated with certainty. 

After her discharge from the hospital the 
patient did surprisingly well at home for the 
first three weeks, although after the first week 
the dose of ACTH had been decreased to 20 mg. 
twice a day. In the last week of July, as the 
erythrocyte count had dropped to 3, 500,000 
per cubic millimeter, the patient was again 
given two transfusions of 500 cc. each. This 
resulted in a temporary improvement. The 
patient did not, however, regain her former 
condition as of early July. She slowly be- 
came weaker, and the temperature began to 
rise. By the second week of August the pa- 
tient was bedridden, with daily temperature 
swings in spite of an increase in the dosage 
of ACTH. Her condition deteriorated gradu- 
ally, and on Aug. 23, 1951, she died. 


CHAREST AND HOLT: LEUKEMIA SIMULATING APPENDICITIS 


SUMMARY 


An interesting and previously unre- 
ported manifestation of acute myelogen- 
ous leukemia, simulating acute appendi- 
citis by pain in the right lower quadrant 
of the abdomen, is presented. The tem- 
porary improvement that occurred as a 
result of ACTH therapy was striking. It 
was hoped that the condition itself might 
change to a chronic form of leukemia, but 
this did not take place. 


RESUME 


On rapporte un casintéressant de leu- 
cémie myéloide aigue avec des symptémes 
inusités v.g. ceux d’une appendicite aigue 
du quadrant inférieur de _ 1|’abdomen. 
L’amélioration temporaire apportée par 
le traitement a |’ACTH est surprenante. 
On avait espéré que cette amélioration 
pou rait se transformer en leucémie 
chronique, mais tel ne fut pas le cas. 


ZUSAM MENFASSUNG 


Es wird ein interessantes und bisher 
nicht beschriebenes Krankheitsbild einer 
akuten myeloischen Leukaemie, die mit 
Schmerzen in der rechten unteren Bauch- 
ecke auftrat und eine akute Blinddarment- 
zuendung vortaeuschte, vorgestellt. Die 
voruebergehende Besserung, die als Folge 
einer ACTH-Behandlung eintrat, war 
hoechst eindrucksvoll. Die Hoffnung, dass 
die Erkrankung sich in eine chronische 
Form der Leukaemie umwandeln wuerde, 
erfuellte sich nicht. 


RIASSUNTO 


Viene riferito un caso assai interessante 
e mai prima descritto di leucemia mielo- 
gena acuta simulante un dolore appen- 
dicolare acuto nel quadrante inferiore 
destro dell’addome. I] temporaneo migli- 
oramento che segui una terapia con ACTH 
fu sorprendente, tanto che si sperd— 
peraltro invano—che il quadro patologico 
potesse mutarsi in una forma cronica di 
leucemia. 
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RESUMEN 


Se presenta una interesante manifesta- 
cién de leucemia miel6gena aguda, no 
comunicada con anterioridad, simulando 
el dolor de la apendicitis aguda en el 
cuadrante abdominal inferior derecho. 
Fué sorprendente la mejoria temporal 
consecutiva a la terapéutica con ACTH. 
Se esperaba que el estado patoldgico se 
convirtiera en una forma crénica de leu- 
cemia, pero esto no ocurri0. 
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SUMARIO 


E apresentada uma interessante e nao 
relatada manifestacao de leucemia mielo- 
gena aguda, simulando dér de apendicite 
aguda no quadrante inferior direito do 
abdomen. A melhora temporaria que 
ocorreu como resultado de administracao 
de ACTH foi surprendente. Esperava-se 
que o sindrome evoluiria para o tipo 
de forma lenta de leucemia cronica 0 que 
nao ocorreu. 
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Leiomyoma of the Duodenum 


Report of a Case 


WILLIAM H. SINKLER, M.D., F.A.C.S., F.I.C.S. 


AND 


THOMAS H. BREWER JR., M.D. 
ST. LOUIS, MISSOURI 


instances of massive gastrointestinal 

hemorrhage in which the roentgen pic- 
ture was negative or inconclusive. We re- 
cently diagnosed a duodenal leiomyoma 
incorrectly as a bleeding duodenal ulcer 
in the absence of any positive roentgen 
evidence, and our decision for surgical in- 
tervention was most fortunate. 

Leiomyomas of the small bowel are quite 
infrequent. In 1933, only 11 cases had 
been noted at the Mayo Clinic.! In 6 of 
these the tumor was located in the duo- 
denum. Weber and Kirklin,? in 1941, add- 
ed 3 other cases to the 11 previously ob- 
served at the Clinic. Morrison* observed 
2 leiomyomas of the ileum in 2,434 au- 
topsies and 10,705 biopsies. Dundon* noted 
3 leiomyomas of the jejunum and ileum 
and 1 of the duodenum in a thirteen-year 
review of specimens at the University 
hospitals of Cleveland. Raiford® was able 
to discover only 3 leiomyomas of the small 
intestine among 11,500 autopsies and 
45,000 surgical specimens at the John 
Hopkins Hospital. None of these myomas 
was duodenal in origin. Smith® observed 
only 8 leiomyomas of the small bowel in 
36,000 autopsies at the Philadelphia Gen- 
eral Hospital. Combining these with a 
very comprehensive review of the liter- 
ature, he was able to analyze records of 
109 cases of leiomyoma of the small in- 
testine, in 22 of which the growth or- 
iginated in the duodenum. 

Myomas of the small intestine generally 
arise from the tunica muscularis.’ They 
vary in size from that of a 3-4 mm. 
nodule’ to that of a growth large enough 


| “instances o has proved fatal in many 
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to fill the entire pelvis.* They have been 
classified by Steiner® according to their 
relation to the lumen of the bowel. Those 
which are predominantly subserosal and 
extend into the peritoneal cavity are 
called “outer” myomas, while those which 
extend toward the lumen in the _ sub- 
muscosa are termed “inner” myomas. 
The latter are usually small, while the 
former may attain very large proportions. 
Outer myomas are generally located on 
the antimesenteric surface of the bowel.!” 
Myomas, whether internal or external, are 
usually firm and rubbery. Histologically 
the picture is that of benign hypertrophy 
of muscle fibers with an added overgrowth 
of fibrous tissues.° The character of these 
tumors closely resembles that of uterine 
myomas. 

Mitoses may or may not be present; 
however, one should not rely on the his- 
tologic structure alone in determining 
whether a given leiomyoma is malignant 
or benign, but rather on the appear- 
ance or absence of metastases in later 
years.'! It has been shown that these tu- 
mors will recur with peritoneal metatases 
as late as thirteen years after surgical 
intervention.’ According to Klopp and 
Crawford,'* 15 to 20 per cent of outer 
leiomyomas undergo malignant degenera- 
tion. Of the 109 cases reported by Smith, 
metastasis occurred in 9 subserosal my- 
omas.® There is no recorded metastasis 
of an inner myoma.’® 

Myomas of the small bowel are most 
frequent in patients between 30 and 40 
years of age.!® The symptoms vary with 
the size and location of the tumor, but 
consist mainly of obstructive manifesta- 
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tions when the tumor is submucosal, and 
intestinal hemorrhage when it is subser- 
osal. In all reported cases of inner myoma 
there have been some attributable symp- 
toms, such as ulcer-like pain’ or repeated 
attacks of partial or acute intestinal ob- 
struction. The latter has been generally 
due to intussusception of the myomas of 
the jejunum and ileum; it has not been 
observed in the duodenum, which has a 
fixed position. Occasionally these small 
submuscosal tumors ulcerate and give rise 
to massive hemorrhage,’ but generally it 
is the large subserosal type which gives 
rise to exsanguinating enterorrhagia. This 
hemorrhage occurs through a progressive 
confluence of interstitial areas of hemor- 
rhagic necrosis which finally evacuate into 
the intestinal lumen. Bleeding is sustained 
because the periphery of the mass is firm 
and does not contract. In 31 per cent of 
these cases the tumors give rise to in- 
testinal hemorrhage.'® There is a case on 
record'® in which a patient succumbed to 
a bleeding leiomyoma of the jejunum after 
twenty bouts of melena during a four- 
teen-year period. Exploratory laparotomy 
and gastroenterostomy had been per- 
formed, but the lesion was discovered 
only at autopsy. Of 11 bleeding myomas 
of the small bowel reported by Olsen and 
his associates,'® 9 were associated with 
melena and 2 with hematemesis. In con- 
trast to inner myomas, outer myomas may 
be asymptomatic! or may be noted as 
palpable abdominal masses.'* They may 
cause local peritonitis from local necrosis 
and irritation or acute peritonitis from 
rupture of a large necrotic area of tu- 
mor.'® 

When these lesions are diagnosed clin- 
ically it is usually done by exclusion.!® 
Weber and Kirklin? reported a very high 
diagnostic percentage in roentgenographic 
localization of tumors of the small bowel. 
They utilized the small bowel series and 
placed particular emphasis on variations 
in muscosal relief patterns. They reported 
94 per cent accuracy in the localization 
of duodenal tumors and somewhat pro- 
gressively lower values for the jejunum 
and ileum. However, it is significant that, 


t 
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in spite of their higher than average diag- 
nostic acumen, they suggested diagnostic 
laparotomy and exploration of the small 
bowel whenever the esophagus, stomach, 
duodenum and colon have been adequately 
ruled out as causes of gastrointestinal 
hemorrhage and no lesion is noted on ex- 
amination of the small bowel. 

Nonbleeding obstructive tumors of the 
jejunum and ileum may be diagnosed by 
passing a Miller-Abbott tube to the point 
of obstruction and injecting barium 
through the tube at this point.‘ 

As has been noted, these lesions are 
relatively benign, and surgical removal 
with fairly wide excision around the tu- 
mor and restoration of the continuity of 
the bowel will probably continue to be 
the treatment of choice. However, owing 
to the relative inaccessibility of the duo- 
denum, its fixed position and its prox- 
imity to other vital structures, the mor- 
bidity and mortality of duodenal lesions 
will probably remain somewhat higher 
than those associated with surgical dis- 
eases of the jejunum and ileum. 


REPORT OF CASE 


G. C., a 46-year-old woman, was admitted 
to the hospital complaining chiefly of a faint- 
ing episode that occurred while she was per- 
forming her household duties one day prior 
to entry. For the past three years she had 
had epigastric pain, frequently associated 
with nausea and occasionally with vomiting. 
Pain was sometimes relieved by bland food 
and was frequently aggravated by the inges- 
tion of coarse substances. For eight days 
prior to hospitalization the stools had been 
tarry. The patient vomited twice during the 
first thirty minutes after admission. The 
vomitus was stained with blood and bile 
and contained a few undigested food particles. 

The past history was irrelevant except for 
an attack of rheumatic fever seventeen years 
before, and a subtotal hysterectomy two years 
prior to entry. 

Physical examination revealed the patient 
to be well developed, but restless and com- 
plaining of dizziness and weakness. On ad- 
mission the blood pressure in millimeters of 
mercury was 130 systolic and 80 diastolic. 
The temperature was 99 F., the pulse rate 96 
and the respiratory rate 24. The skin and 
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Section made through leiomyoma of duodenum. 


mucous membranes were pale. The heart and 
lungs were normal. Epigastric tenderness 
was the only positive abnormality noted on 
examination of the abdomen. Rectal examina- 
tion revealed a copious quantity of dark red 
blood in the ampulla. Laboratory examination 
revealed the following data: erythrocytes, 
2,280,000 per cubic millimeter of blood, with 


4.4 Gm. of hemoglobin; leukocytes, 6,900, with 
a normal differential count. The urine was 
normal, as were the values for blood sugar 
and nonprotein nitrogen. 

The patient was treated for a bleeding 
peptic ulcer and received 2 liters of whole 
blood during the first twenty-four hours of 
hospitalization. There was a general im- 
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provement in her condition, and the red cell 
count and hemoglobin content rose to 3,100,- 
000 and 7.2 Gm. respectively. The medical 
regime consisted of bed rest, sedation, anti- 
spasmodics, antacids and a Sippy diet. 

She continued to improve until the third 
day of hospitalization, when there was a re- 
currence of hemorrhage as manifested by 
syncope, pallor, hypotension and a fall in the 
erythrocyte count and the hemoglobin level to 
2,000,000 and 5.6 Gm. respectively. 

During the next three days an additional 
3 liters of blood was given, and the patient 
was prepared for an abdominal exploratory 
procedure. She refused surgical intervention, 
and the medical regime previously outlined 
was continued. She made an apparently un- 
eventful recovery. 

On the eleventh hospital day a series of 
roentgenograms of the upper part of the 
gastrointestinal tract was done and _ inter- 
preted as normal. Gastric analysis was not 
performed because of the patient’s recent 
hemorrhage. 

She was discharged eighteen days after ad- 
mission. At this time she was asymptomatic, 
taking a regular diet and having a normal 
hemogram. 

She re-entered the hospital seventeen days 
after her discharge, stating that she had been 
well until twelve hours prior to admission, 
when she noticed epigastric fullness and nau- 
sea followed by melena. The physical data 
were similar to those recorded on the previous 
admission. The erythrocyte count was 3,000,- 
000 per cubic millimeter of blood, with 10 Gm. 
of hemoglobin. 

In view of the recurrent severe hemorrhage 
it was decided that an exploratory lapa- 
rotomy should be performed, with a pre- 
operative diagnosis of ulcer of the posterior 
surface of the duodenum. 

Ten days after the second admission, this 
was accomplished through a right rectus in- 
cision. Thorough examination of the abdom- 
inal viscera revealed no pathologic change 
except in the duodenum, where on the anti- 
mesenteric border of the second portion was 
observed a pouch-shaped, reddish white, semi- 
soft, walnut-sized mass (about 3.5 em. in di- 
ameter at the widest portion of its base). On 
palpation the tumor began to spurt blood 
profusely. The lesion and a_ reasonable 
amount of normal tissue were excised af- 
ter the duodenum was opened, and the mass 
was found to involve the entire bowel wall. 
The duodenum was closed and a _ posterior 
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gastroenterostomy performed. The _ patient 
was discharged, asymptomatic on the eleventh 
postoperative day. 

A follow-up two months after the operation 
revealed the patient to be in good condition 
and taking a regular diet. She has gained 7 
pounds (3.2 Kg.) since the operation. 

Microscopic examination of the removed 
mass showed the stroma of the intestinal mus- 
cosa infiltrated by many small round cells, 
occasional plasma cells and neutrophils. The 
submuscosa showed areas of hemorrhage. The 
muscular layer was markedly thickened, and 
the pathologist observed highly cellular struc- 
tures consisting of groups of spindle-shaped 
smooth muscle cells arranged in whorl-like 
patterns and running in different directions. 
Many of the cells were multinucleated. Mitotic 
figures were present but scarce. 

The diagnosis was leiomyoma of the duo- 
denal wall. 


COMMENT 


This case is of interest because it serves 
to emphasize the importance of vigi- 
lance in cases of gastrointestinal hemor- 
rhage and the necessity of abdominal ex- 
ploration when the clinical signs suggest 
a lesion of the gastrointestinal tract that 
cannot be demonstrated by roentgen study. 
Tumors of the small bowel should be 
considered in cases of enterorrhagia of 
unknown cause. 


SUMMARY 


A case of duodenal leiomyoma is pre- 
sented which emphasizes the significance 
of gastrointestinal hemorrhage in the 
presence of clinical observations sugges- 
tive of a gastrointestinal lesion or lesions 
undetectable by roentgen examination. 
Under such circumstances the possibility 
of intestinal tumor should be recognized 
and an exploratory laparotomy performed 
at once. 

RESUME 


On présente un cas de léiomyome du- 
odénal qui illustre l’importance de |’hém- 
orragie gastro-intestinale comme valeur 
séiméiologique d’une lésion gastro-intes- 
tinale non décelée par la radiographie. 
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Dans de telles conditions il faut, par une 
laparotomie exploratrice, rechercher la 
présence d’une tumeur intestinale. 


ZUSAM MENFASSUNG 


Mit der Vorstellung eines Falles von 
Leiomyom des Zwoelffingerdarms wird die 
Bedeutung von Magendarmblutungen be- 
tont, wenn die klinischen Beobachtungen 
auf eine Magendarmerkrankung hin- 
deuten, der Krankheitsherd aber roent- 
genologisch nicht entdeckt werden kann. 
Unter sochen Umstaenden muss an die 
Moeglichkeit eines Darmtumors gedacht 
und unverzueglich eine Probelaparotomie 
vorgenommen werden. 


RESUMEN 


Se presenta un caso de leiomioma duo- 
denal, senalando el significado de la hem- 
orragia gastrointestinal en presencia de 
observaciones clinicas que sugieren lesion 
gastrointestinal o lesions no reveladas 
rontgenol6gicamente. En tales circunstan- 
cias debe reconocerse la posibilidad de 
tumor intestinal y practicarse desde luego 
laparotomia exploradora. 


RIASSUNTO 


Viene riferito un caso di leiomioma 
duodenale che segnala |’importanza di una 
emorragia gastrointestinale in casi che, 
clinicamente, farebbero pensare a lesioni 
digestive non diagnosticabili radiologica- 
mente. 

In tali circostanze dovrebbe essere rav- 
visata la possibilita di un tumore intes- 
tinale e dovrebbe essere immediatamente 
eseguita una laparatomia esplorativa. 


SUMARIO 


E apresentado um caso de leiomioma 
duodenal pelo qual se realea o significado 
da hemorragia gastro-duodenal na prese- 
enca de observacées clinicas sugestivas de 
lesdo ou lesdes gastro-intestinais nao 
apanhaveis pelos meios roentgenologicos. 
Sob tais circunstancias a possibilidade de 
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tumor intestinal deve ser admitida e uma 
laparotomia exploradéra levada a cabo 
imediatamente. 
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Incarcerated Diaphragmatic Hernia 


WILLIAM B. HOBBINS, M.D.* 
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HERE were 8 cases of incarcerated 
diaphragmatic hernia proved by 
operative intervention at the Cook 
County Hospital, Chicago, from 1937 to 
1948. These hernias. were all through a 
tear in the diaphragm and were not asso- 
ciated with the esophageal hiatus. 

The origin of incarcerated diaphrag- 
matic hernia is usually traumatic. Carter 
and Giuseffi! reported that 90 per cent of 
strangulated diaphragmatic hernias are 
caused by trauma. Harrington? has re- 
ported 67 cases of traumatic diaphrag- 
matic hernia; in 7 the lesions were caused 
by inflammatory necrosis of the dia- 
phragm from subphrenic abscesses or 
drainage of empyema cavities. Fifty-four 
diaphragmatic hernias in his series were 
due to indirect injuries, such as automo- 
bile accidents and falls. Only 6 were due 
to direct injuries, such as gunshot or stab 
wounds. In our series 4 were due to stab 
wounds, 3 to automobile accidents, and 1 
to a fall down a flight of stairs. The 
cause of diaphragmatic hernias in the 
younger patients (aged 26 to 40), was 
stab wounds of the chest. These stab 
wounds leave a minimal scar on the chest 
wall, ranging from 14 to 34 inch (0.6 to 
1.9 cm.) in length, and are easily for- 
gotten by the patient. However, the in- 
strument is usually a long stiletto or a 
pocket knife, and therefore the scars on 
the chest do not represent the extent of 
injury to the diaphragm, as the constant 
motion of the latter may cause a long 
laceration to be inflicted on the dia- 
phragm. The positive intra-abdominal 
pressure, in contrast to the negative in- 
trathoracic pressure, allows the abdomi- 
nal viscera to gain access to the thoracic 
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cavity, and adhesions then hold the herni- 
ated viscera in place. 

The diaphragmatic hernias resulting 
from stab wounds occurred within one to 
six years after the accident. In 1 patient 
obstruction of the bowel occurred two 
days after the stab wound was inflicted. 
Three diaphragmatic hernias resulting 
from automobile accidents produced ob- 
structive symptoms two to sixteen years 
after the accidents. In 1 of these cases 
the patient was the driver; the steering 
wheel struck him forcefully in the ab- 
domen and lower ribs. In 2 instances the 
patient was the passenger and struck the 
left side of his chest and abdomen on the 
dashboard. It is the sudden increase of 
intra-abdominal pressure that lacerates 
the weakened portion of the diaphragm 
and allows the abdominal viscera to enter 
the thoracic cavity. One patient, 26 years 
old, with signs of intestinal obstruction, 
had been involved in an automobile acci- 
dent two weeks prior to the present ad- 
mission, and also had suffered a stab 
wound of the chest two years prior to his 
automobile accident. 

In all 8 patients the diaphragmatic 
hernias were on the left side. Harrington” 
reported that in 65 of his cases the herni- 
ation was through the left side of the 
diaphragm and in only 2 through the 
right. The fact that so few traumatic 
hernias occur on the right side is due to 
the anatomic fact that the liver is a pro- 
tective barrier and prevents the intes- 
tine in this area from entering the chest. 
However, there are cases reported in the 
literature in which the liver has herniated 
into the chest or in which small bowel 
presented itself in the right side of the 
chest. 

In this series it is interesting to note 
that each of the patients had some def- 
inite symptom of long duration dating 
back to the original accident. Several had 
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vague abdominal pains, which occurred 
most frequently in the upper left quad- 
rant. There was selective dyspepsia for 
foods, resulting in pain in the upper part 
of the abdomen; the patients would eat 
small amounts at frequent intervals, as 
larger amounts would cause vomiting. 
Vomiting on change of position was asso- 
ciated with palpitation of the heart after 
eating. Gaseous distention from incom- 
plete obstruction of the bowel was infre- 
quent. Anorexia was frequent. Many 
patients had been treated for diseases un- 
related to the herniated intestinal con- 
tents, as the symptoms appeared to be re- 
lated to other organs. For example, in 1 
patient a transurethral resection was done 
for pain in the lower part of the abdomen, 
with persistence of the symptoms post- 
operatively. The left arm of another pa- 
tient was immobilized for relief of bur- 
sitis, because of pain referred to the left 
shoulder. 

When the hernial contents became ob- 
structive or incarcerated there was ac- 
centuation of the existing distress, in addi- 
tion to symptoms related to the organ 
obstructed. The most prominent symp- 
toms were: 

1. Pain in the chest, usually substernal 
and considered by the patient to be pain 
in his heart. This pain was exaggerated 
by breathing, which became shallow in 
order to decrease it. 

2. Severe dyspnea and cough in several 
cases. 

3. Cramping pain in the upper part of 
the abdomen, progressive in frequency 
and intensity. This occurred in patients 
whose hernial contents included bowel. 

4. Relief of obstructive symptoms on 
the patient’s sitting up; exacerbation of 
symptoms on his lying down. 

5. Obstipation. This was present for 
days in some of our patients. 

6. Hiccoughs. Two patients found re- 
lief by assuming an erect position. 

7. Fever and vomiting. These occurred 
in most of our patients. The vomiting be- 
came persistent and the vomitus fecal 
after several hours. 

In addition, pain in the left side of the 
chest was noted, with radiation to the left 
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shoulder. In general, these patients 
showed the classic symptoms of obstruc- 
tion of the bowel—pain, vomiting, obsti- 
pation and later dehydration and fever. 

The physical signs associated with 
hernia of the diaphragm are primarily 
dependent upon the organs involved. They 
show considerable variation; if the bowel 
is not involved, no such signs may be 
present. On the other hand, if obstruction 
exists, abnormalities may be observed 
in both the abdomen and the chest. Cardio- 
respiratory embarrassment is_ present 
when there is displacement of the heart 
and lungs. 

The abdominal signs depend on the 
level of obstruction of the stomach, je- 
junum or colon and include tenderness 
and rigidity of the upper abdominal 
musculature. A depression of the left 
hypochondrium due to the escape of ab- 
dominal viscera into the chest was present 
in 3 cases of this group. Distention of the 
abdomen, with occlusion of the large 
bowel associated with obstructive boboryg- 
mus, was also noted. In cases in which 
the condition was of long duration the 
signs of mechanical obstruction disap- 
peared and gave way to a silent abdomen 
with a paralytic ileus. 

The most frequent thoracic abnormal- 
ities varied from dullness to absent breath 
sounds in the lower left part of the chest. 
The presence of peristaltic sounds in the 
chest and a tympanic percussion note 
were considered diagnostic; these were 
associated with compression of the lung 
to the upper part of the thorax. A con- 
stant sign was a shift of the heart to the 
right with embarrassment of the circula- 
tion, associated in several cases with 
cyanosis. A thoracentesis was done in 1 
case in complete ignorance of the under- 
lying pathologic condition, resulting in 
aspiration of air and of fluid resembling 
gastric juice. Hemorrhagic fluid or bowel 
content may be aspirated, depending on 
whether or not the needle is within the 
lumen of the bowel. 

In this series of cases the diagnosis of 
diaphragmatic hernia was made or sus- 
pected before roentgen examination. The 
most common roentgen abnormalities 
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noted were a shift of the heart from its 
normal position to the right and an ap- 
parent elevation of the left side of the 
diaphragm. Loops of bowel with air may 
be present in the incarcerated hernia, but 
this may be obscured in the roentgeno- 
gram by a solid homogeneous shadow 
simulating a high diaphragm, which is 
not the true picture. The roentgen picture 
of a pneumothorax may develop after per- 
foration of the bowel within the chest 
cavity. The diagnosis of loops of bowel in 
the chest on roentgen examination can 
often be more reliably ascertained by the 
use of an Umbother swallow, which will 
demonstrate the presence of the stomach 
or the proximal small bowel above the 
diaphragm. The use of barium by mouth 
is not without danger in the presence of 
obstruction. The use of the barium enema 
to diagnose the level of obstruction in most 
cases has been of great value. The column 
of barium passed to the splenic flexure and 
stopped. However, the obstruction was in- 
complete in 1 patient, and the barium was 
demonstrated to pass up to the level of 
the clavicle. 

To point up the difficulty of roentgen 
diagnosis we should like to present the 
problem that arose in a patient whose case 
was reported by Slater and McKinzie.* A 
barium enema revealed obstruction at the 
splenic flexure, with a filling type of de- 
fect thought to be a carcinoma. The pa- 
tient was subjected to a cecostomy, after 
which the incarcerated loop of large bowel 
in the chest became strangulated, causing 
empyema and death. 

The diagnosis of incarcerated hernia in 
7 of our series of 8 cases was definitely 
made by physical and roentgen examina- 
tion. It was suspected in the other case, 
that of a patient with a stab wound of 
two days’ duration. This is an unusu- 
ally high rate of accurate preoper- 
ative diagnoses. From the reports in the 
literature, the diagnosis is made in less 
than 40 per cent of the cases.' 

Some reasons for nonrecognition of a 
diaphragmatic hernia are: 1. These her- 
nias are inaccessible to physical exami- 
nation. 2. The symptoms are not apparent 
until complications occur. 3. Often the 
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symptoms that occur prior to the compli- 
cations are not specific and resemble those 
of cardiorespiratory involvement. The 
main reason these hernias are not diag- 
nosed, however, is that diaphragmatic 
hernia is considered a rare condition. 
We should like to point out the multi- 
plicity of combinations of viscera found in 
these hernias and shall therefore list the 
pathologic observations at the time of 
operation. In Case 1 there was an incom- 
plete obstruction of the splenic flexure 
caused by tension on the strangulated in- 
carcerated omentum; in Case 2 there were 
incarceration of the splenic flexure of the 
transverse portion of the colon and 
strangulation of the small bowel with as- 
sociated perforation, resulting in fecal 
contamination of the pleural cavity. In 
Case 3 there was incarceration of 90 per 
cent of the stomach, together with the 
spleen, the omentum and the left lobe of 
the liver. In Case 4 the small and large 
bowel, as well as the stomach and omen- 
tum, were incarcerated. In Case 5 the 
transverse colon, several loops of small 
bowel and the left lobe of the liver were 
incarcerated, and there were adhesions 
between the pericardium and the sac. In 
Case 6, 90 per cent of the stomach was 
found in the sac, which was adherent to 
the pericardium. In Case 7 there was 
observed the transverse colon, which, 
although it showed signs of early strangu- 
lation, proved to be viable after reduc- 
tion of the hernial contents. In Case 8, 60 
per cent of the stomach was in the chest. 
The stomach had been lacerated, and there 
was gastric juice in the thoracic cavity. 
Hedbloom! in 1925 stated that the mor- 
tality rate doubles when obstruction be- 
comes evident. In his series of 126 cases 
the mortality rate was 53.2 per cent. 
The rate has been modified greatly with 
the use of better methods of decompres- 
sion, intravenous fluids and antibiotics, as 
was demonstrated by 1 patient in this 
series: Complete obstruction of the small 
bowel had developed, with strangulation, 
perforation and gross contamination of 
the pleural cavity, yet the patient re- 
covered after surgical intervention. A sec- 
ond patient had gross contamination from 
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a stab laceration of the stomach. In this 
case perforation was present in the ob- 
structed stomach, with associated vomit- 
ing, for four days before surgical inter- 
vention was undertaken. This patient also 
recovered. There was no mortality in our 
series of 8 patients. 

Six of these eight hernias were repaired 
by the transthoracic approach; 1 through 
a subcostal abdominal incision, and 1 
through a left paramedian incision. When 
the transthoracic approach was used it 
proved to be adequate even when bowel 
had to be resected and primary anasto- 
moses carried out. In 1 case the viability 
of the transverse colon was questioned; 
after a time, however, the surgeon was 
able to return the colon to the abdomen. 
When the viability of the transverse colon 
or the splenic flexure is in question, an 
independent abdominal incision can be 
made and the questionable bowel exte- 
riorized. This is preferable to the com- 
bined thoracoabdominal incision, which 
cannot be used for a colostomy, as it would 
be likely to contaminate the thoracic por- 
tion of the incision. The advantages of the 
thoracic approach are (1) the easy access 
it provides to the whole surface of the 
diaphragm and any pleural or pericardial 
adhesions to the herniated viscera, and 
(2) the fact that the adherent viscera can 
be dissected under direct vision and need 
not be pulled through the diaphragm. 

All diaphragms should be carefully re- 
paired with silk. Catgut sutures are read- 
ily absorbed in the presence of infection, 
thus allowing an empyema, which may 
accumulate in such wounds, to perforate 
through the diaphragm into the peritoneal 
cavity. 

The phrenic nerve should not be pur- 
posely crushed to paralyze the diaphragm, 
as this does not make operation any less 
difficult and increases the probability of 
atelectasis and postoperative pulmonary 
complications. It is thought that controlled 
respirations by means of intratracheal 
anesthesia will give the surgeon the de- 
sired control of the diaphragm. 

The morbidity in this series was very 
low, the longest period of hospitalization 
period being twenty-seven days. The pa- 
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tient in Case 5 remained in the hospital 
for this length of time because empyema 
developed, requiring treatment by re- 
peated aspirations and irrigations with 
penicillin. 

COMMENT 


Carter and Giuseffi! collected a series 
of 39 cases of strangulated diaphragmatic 
hernia. The mortality for the period 1789 
to 1919 was 88.8 per cent, with an oper- 
ative mortality rate of 66 per cent. For 
the period 1920 to 1945 the general mor- 
tality rate was 57.1 per cent and the oper- 
ative mortality 43.7 per cent. In their 
series of 4 cases, the mortality rate was 
25 per cent. The data on our own series 
of 8 patients emphasize the fact that early 
diagnosis of incarcerated diaphragmatic 
hernia lowers the morbidity and mortality 
rates. The diagnosis may be made by tak- 
ing a careful history of any previous gun- 
shot, stab wound or sudden injury of the 
compression type. The presence of incar- 
cerated diaphragmatic hernia should be 
suspected in the case of any patient with 
obstructive intestinal symptoms and signs 
for which there is no obvious cause. 

In conclusion, we should like to point 
up once again the diagnostic signs in the 
chest: a shift of the heart to the right 
and a decrease in breath sounds in the 
base of the left lung, together with any 
abnormalities observable in routine roent- 
genograms and studies with contrast 
media. The transthoracic approach is 
recommended in all cases in which the 
preoperative diagnosis of incarcerated 
diaphragmatic hernia has been made. 


SUM MARY 


The authors emphasize, on the basis of 
8 cases of their own and a study of the 
literature, the importance of early diag- 
nosis of incarcerated diaphragmatic her- 
nia in lowering the morbidity and mor- 
tality rates. The principal diagnostic signs 
are listed and described, with emphasis 
on a shift of the heart to the right and 
a decrease in breath sounds in the base 
of the left lung. For surgical treatment 
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of this condition, the transthoracic ap- 
proach is recommended. 


RESUME 


Les auteurs insistent, 4 la lumiére de 
leurs huit cas et d’une étude de la biblio- 
graphie, sur l’importance d’un diagnostic 
précoce afin d’abaisser le taux de mor- 
bidité et de la mortalité de la hernie dia- 
phragmatique étranglée. I] s insistent sur 
un point important du diagnostic a savoir 
que le coeur est repoussé vers ladroite et 
que la respiration demeure a la base du 
poumon gauche; de méme que |’étude des- 
radiographies de routine avec médium de 
contraste. 

Les auteurs recommandent la _ voie 
trans-thoracique dans tous les cas de 
hernie diaphragmatique étranglée quand 
le diagnostic pré-opératoire a été fait. 


RESUMEN 


Se senala la importancia del diagnéstico 
temprano en el descenso de los indices de 
morbilidad y mortalidad en tratandose de 
hernia diafragmatica encarcelada, basan- 
dose en ocho casos de los autores y un 
estudio de la literatura. Se expone la im- 
portancia diagnostica de un desplazami- 
ento cardiaco a la derecha y disminucién 
del murmullo vesicular en la base pulmo- 
nar izquierda, asi como la interpretacion 
rutinaria de réntgenogramas y estudios 
con contraste medio. Se recomienda la 
via transtoraxica en todos los casos en que 
se haya hecho el diagnéstico preopera- 
torio de hernia diafragmatica encarcelada. 


ZUSAM MENFASSUNG 


An Hand von acht eigenen Faellen und 
auf Grund des Studiums der Literatur 
betonen die Verfasser die Wichtigkeit der 
Fruehdiagnose im Kampf um eine Herab- 
setzung der Morbiditaet und der Ster- 
blichkeit in Faellen von eingeklemmten 
Zwerchfellbruechen. Sie weisen auf die 
diagnostische Bedeutung einer Rechtsver- 
lagerung des Herzens verbunden mit 
abgeschwaechtem Atmen in der linken 
Lungenbasis und auf die Wichtigkeit der 
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Deutung der Roentgenaufnahmen (mit 
und ohne Anwendung von Kontrastmit- 
teln) hin. In allen Faellen, wo die Diag- 
nose einer eingeklemmten Zwerchfel- 
lhernie vor der Operation gestellt wird, 
ist der transthorakale Zugangsweg zu 
empfehlen. 
RIASSUNTO 


Gli Autori, in base a 8 osservazioni 
personali e allo studio della Letteratura 
in argomento, sottolineano l’importanza 
della diagnosi precoce nell’abbassare la 
morbilita e la mortalita dell’ernia dia- 
frammatica incarcerata. Essi segnalano il 
valore diagnostico di uno spostamento del 
cuore verso destra e della diminuzione del 
murmure vescicolare alla base del polmone 
sinistro cosi come della corretta interpre- 
tazione di radiogrammi diretti e con mezzi 
di contrasto. Viene raccomandata la via 
transtoracica in tutti quei casi in cui la 
diagnosi di ernia diaframmatica incar- 
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cerata é stata fatta pre-operatoriamente. 


SUMARIO 


Os autores realcam, baseados em 8 
casos proprios e no estudo da literatura, 
a importancia do diagnostico precéce para 
abaixar a morbilidade e mortalidade da 
hernia diafragmatica. Eles encarecem a 
importancia do desvio do coracaéo para a 
direita e diminuigao do murmurio vesicu- 
lar na base do pulmao esquerdo, como 
tambem a interpretacéo de roentgeno- 
gramas de rotina e de estudos com meio 
de contraste. A via transtoracica é reco- 
mendada em todos os casos nos quais 0 
diagnostico de hernia diafragmatica en- 
carcerada é feito. 
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increasing popularity since its syn- 

thesis. In obstetrics particularly, it 
has come into wide use for local infiltra- 
tion and regional nerve block in both 
vaginal and abdominal operative proced- 
ures. Its use in obstetrics, however, is not 
without hazard despite a paucity of re- 
ported reactions in the literature. 

It is not the purpose of this report 
to condemn procaine, which is an excel- 
lent anesthetic agent, but rather to point 
out that the use of local anesthetic agents, 
even procaine, is not without danger. 

Goodman and Gillman stated that pro- 
caine is the least toxic of all local anes- 
thetics but may cause systemic effects in 
unusually sensitive persons. These effects 
may also result from accidental intra- 
vascular injection of procaine. Deaths by 
cardiovascular collapse have been re- 
ported. In some persons, procaine, the ef- 
fect of which is slow in onset and con- 
trolled by barbiturates, causes stimulation 
of the central nervous system. Sollman 
stated cerebral irritation is common with 
cocaine and apparently is encountered 
also with procaine anesthesia. 

The differentiation of procaine convul- 
sions from those of eclamptic toxemia is 
important with regard to therapy, pre- 
vention and prognosis. The eclamptic con- 
vulsion is preceded for a moment or two 
by an unconscious or semiconscious pe- 
riod, in which there is tenseness or gen- 
eral muscular rigidity followed by twitch- 
ings of the facial muscles, including those 
of the eyelids and neck. The jaw is set, 
the head is thrown back, and convulsive 
or clonic contractions of the head muscles 
quickly extend to the arms, trunk and 
legs. Opisthotonos occurs, and respiration 
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ceases; the patient continues her grimaces 
and twitchings and becomes cyanotic. The 
tongue protrudes and may be violently 
bitten. After a period varying from 
twenty seconds to two or three minutes 
of violent movement, the patient relaxes, 
her respirations return, and she usually 
remains in deep coma. The coma lifts 
slowly, and there may be a series of at- 
tacks at intervals of twenty to thirty 
minutes to one hour. 

By way of contrast, convulsions due to 
procaine may appear in patients with no 
antepartum history suggesting the possi- 
bility of a convulsive seizure. The convul- 
sions usually start without warning dur- 
ing or after the injection procaine. The 
convulsion itself consists of generalized 
rigidity with clonic movements similar to 
those previously described for an eclamp- 
tic convulsion. A major differentiating 
point is the state of the patient just before 
and just after the convulsive seizure. In 
contrast to the eclamptic patient, she ex- 
hibits mental excitement usually mani- 
fested by an attempt to move or sit up, by 
loud cries and by the expression of unex- 
plainable fear for her life. The convulsion 
usually halts itself in two or three minutes 
and may be controlled by fast-acting in- 
travenous barbiturates. These convulsions 
may repeat themselves unless adequate 
therapy is initiated. After the reaction 
the patient seems rather alert and does 
not exhibit the dullness and lethargy 
typical of the eclamptic patient. 

Convulsions are the more severe toxic 
reactions to procaine; transitory excite- 
ment and disorientation are the milder 
and more frequently observed reactions. 

Subcutaneous injections of procaine are 
apparently safe up to doses of 1 Gm., 
although toxic reactions have been re- 
ported in as occurring hypersensitive pa- 
tients with as little as 0.01 to 0.13 Gm. 
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In actual practice, doses of 1 Gm. are 
apparently often exceeded with little side 
effect. Light and Beck, who routinely use 
an average of .1.37 Gm. of procaine in 
cesarean section, have not reported any 
major toxic reactions. 

Mayer and his associates reported a 
series of toxic reactions to local anes- 
thetics in 1921; death followed the admin- 
istration of procaine in 3 of 4 cases. In 
1924 Mayer noted another procaine death 
and in 1928 8 fatalities, in which 4 of the 
patients received less than 15 cc. of a 
0.5 per cent solution. At least 2 of these 
patients had received procaine on previous 
occasions with no untoward effects. In 1 
case, convulsions and death followed ad- 
ministration of only 5 cc. of a 0.5 per cent 
solution of procaine. 

Vogelsang reported a case of delayed 
procaine reaction in 1946 in which shock, 
basilar pneumonia, cardiac failure and 
acidosis developed in rapid succession 
after the administration of procaine for 
tonsillectomy. The patient survived. 

Hewson reported a case of toxic re- 
action to procaine in which the patient 
had an almost fatal convulsion. Recovery 
was complete and apparently uneventful. 
This patient had received procaine on four 
previous occasions with no untoward in- 
cident. 

None of the foregoing toxic reactions 
occurred in obstetric patients. 

Laboratory investigators have long 
known of convulsions and death follow- 
ing administration of excessive doses of 
procaine to rabbits and guinea pigs. They 
have also noted the protective factor of- 
fered by use of a barbiturate before pro- 
caine administration. Because of this pro- 
tective factor, the use of barbiturates with 
local and regional anesthesia is highly de- 
sirable. Neither of the patients whose 
cases are reported received a barbiturate 
in her premedication. 

The advantages of local anesthesia are 
many. The patient may remain awake in 
relative comfort and is able to cooperate 
with the doctor in any maneuver deemed 
advisable—a definite advantage in ob- 
stetrics. Since procaine rarely causes 
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systemic depression, it is extremely use- 
ful in cases of cardiac decompensation, 
acute respiratory infection, tuberculosis 
and the like. If the patient has recently 
eaten, the hazard of general anesthesia 
with a full stomach may be avoided. 
Finally, the total lack of any depressant 
action on the fetus may be extremely 
valuable, especially in cases in which there 
have been signs of fetal distress during 
labor. 

The disadvantages of procaine anes- 
thesia must also be considered. It affords 
relatively poor relaxation for extensive 
operative obstetric procedures. If the pa- 
tient is particularly apprehensive and 
poorly cooperative, general anesthesia 
may be required. The possibility of toxic 
reactions to procaine is always present. 

CASE 1.—A 33-year-old woman, gravida 1, 
para 0, was hospitalized on August 20, 1948, 
approximately at term and in early labor. Her 
antepartum record was essentially normal; 
the blood pressure in millimeters of mercury 
had varied from 110 systolic and 78 diastolic 
to 100 systolic and 60 diastolic. Antepartum 
pelvic measurements suggested midplane con- 
tracture. After thirteen hours of labor, rectal 
examination revealed 1 cm. of cervical dila- 
tion and the presenting part at 0 station. 
Cesarean section was advised. A low cervical 
type section was started under local infiltra- 
tion with procaine. 

Previous medication had consisted of mor- 
phine sulfate, 1/12 gr. at 12:10 p. m.; demerol, 
25 mg. at 3:50 p. m.; demerol, 100 mg., and 
atropine, 1/120 gr., at 5 p. m. Cesarean sec- 
tion was started at 5:25 p. m., 1 per cent 
procaine without epinephrine being used as 
the anesthetic agent. The patient received 
oxygen via the anesthetic machine from the 
start of the procedure. At 5:40 p. m. demerol, 
25 mg., was administered intravenously, fol- 
lowed by another 25 mg. at 5:45 p. m. 

At 6:05 p. m., the visceral peritoneum of 
the anterior surface of the lower uterine 
segment was being infiltrated, the patient 
suddenly had a generalized involuntary clonic 
convulsive seizure that lasted about two 
minutes. As the convulsive movements slowed, 
she exhibited marked mental excitement and 
cried out repeatedly that she was dying. Gen- 
eral anesthesia with intravenous pentothal 
sodium controlled the agitation, and a living 
female infant, moderately depressed, was de- 
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livered and revived without use of a tracheal 
catheter. 

At the time of the convulsion, the blood 
pressure in millimeters of mercury rose from 
the admission level of 98 systolic and 72 dias- 
tolice to 150 and 100 respectively. The re- 
mainder of the operation proceeded under 
general anesthesia without unusual incident. 
The patient returned to bed with nasal 
xxygen running and a blood pressure of 160 
:ystolic and 110 diastolic. The pulse rate re- 
mained good and varied from 90 to 106. The 
patient had a good urinary output (3,000 ce. 
in the first. twenty-four hours). A catheterized 
urine specimen the day after the operation 
was essentially normal but for a trace of 
albumin with 3 or 4 white blood cells per 
high power field. The postpartum course was 
uneventful, the blood pressure dropping to 
116 systolic and 76 diastolic twelve hours after 
the operation and to respective values of 92 
and 56 mm. when the patient was discharged 
on the eleventh postpartum day. 

CASE 2.—A 20-year-old Negress, gravida 1, 
para 0, entered the hospital on Aug. 28, 1948, 
with mild irregular uterine contractions. The 
antepartum course had been essentially nor- 
mal. Labor progressed uneventfully, and when 
the cervix was 8 cm. dilated with the present- 
ing part at plus 2 station, a saddle block type 
of spinal anesthesia was administered, con- 
taining 4 mg. of pontocaine and 0.6 ce. of a 
10 per cent dextrose solution. The blood pres- 
sure of 130 systolic and 80 diastolic dropped 
to 120 systolic and 70 diastolic ten minutes 
after the anesthetic was administered. To pre- 
vent a further drop in blood pressure, ephe- 
drine, 25 mg., was administered. Contractions 
continued every three minutes, but the patient 
expressed complete relief from pain. 

Two hours and thirty minutes after ad- 
ministration of the spinal anesthetic the pa- 
tient again began to feel pains. Rectal ex- 
amination revealed her ready to deliver, and 
a pudendal nerve block with 110 cc. of 1 per 
cent solution of procaine was performed. 
About one minute after the block was com- 
pleted the patient suddenly sat up on the 
table and attempted to talk. She then cried 
and looked around with a blank expression. 
Facial twitchings began, the blood pressure 
rose to 200 systolic and 100 diastolic, and the 
respirations became irregular. Oxygen was 
started. The patient had three clonic convul- 
sions in rapid succession and vomited. Intra- 
venous pentothal sodium was started, and 
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after administration of 100 cc. of a 0.5 per 
cent solution the blood pressure dropped to 
110 systolic and 80 diastolic and symptoms 
were apparently controlled. 

The patient had a spontaneous delivery 
with a left mediolateral episiotomy. The baby 
was sleepy and required passage of a tracheal 
catheter and oxygen. The postpartum course 
was uneventful, and the patient was dis- 
charged on the fourth postpartum day. 

Prior to the convulsions the blood pres- 
sure of both patients had been within 
the limits generally accepted as normal. 
After the convulsions the blood pressure 
rose temporarily but dropped to normal 
by the time of discharge. The postpartum 
course of both patients was uneventful 
and apparently not influenced by the con- 
vulsive seizure. Similarly, the infants de- 
livered were both sleepy but had unevent- 
ful neonatal periods and were discharged 
with their mothers as normal newborn 
infants. 

SUMMARY 


Two cases of systemic reactions to 
procaine in obstetric patients, resulting 
in convulsive seizures, are reported. 
Neither of the patients had received a 
barbiturate as part of the premedication 
before administration of procaine. A re- 
view of the literature reveals several cases 
of similar reactions in nonobstetric pa- 
tients. 

CONCLUSIONS 


1. Procaine hydrochloride, although the 
safest of the local anesthetic agents, may 
produce untoward reactions in obstetric 
patients. 

2. Reactions may take the form of ir- 
ritation of the central nervous system, 
as in the cases reported, or that of cardio- 
vascular collapse. 

3. The differentiation of procaine con- 
vulsions from eclamptic convulsions is im- 
portant in therapy and prognosis. 

4. The use of a barbiturate in premedi- 
cation is strongly urged to decrease sensi- 
tivity to procaine. Any history of previous 
drug sensitivity should be elicited and 
evaluated. 
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RESUME 


L’auteur rapporte deux cas d’allergie 
a la procaine se manifestant par des crises 
convulsives chez des parturientes. Aucune 
de ces patientes n’avait recu de barbit- 
uriques comme prémédication a |’emploi 
de la procaine. Une étude de la littérature 
sur le sujet montre qu’il existe des cas 
semblables ailleurs. 


CONCLUSIONS 


1. L’usage de la procaine chez les par- 
turientes, méme si il est le plus sir des 
anesthésiques locaux peut amener des ré- 
actions dangereuses. 

2. Les réactions sont consécutives a 
une irritation du systéme nerveux central 
ou a un collapsus cardio-vasculaire. 

3. Il est de premiére importance de 
bien différencier une crise convulsive a la 
procaine avecune crise d’éclampsie. 

4. Il est fortement recommandé de don- 
ner une prémédication barbiturique. Ilfaut 
aussi éliminer toute sensibilité antérieure 
a la médication. 


RIASSUNTO 


Vengono riferiti due casi di reazioni 
sistemiche alla procaina consistenti in at- 
tacchi convulsivi in partorienti. A nessuna 
delle due pazienti era stato dato un barbi- 
turico nella premedicazione eseguita prima 
della somministrazione di procaina. Lo 
studio della Letteratura permette di con- 
statare parecchi altri casi di reazioni 
simili in pazienti affette da malattie non 
ostetriche. 

CONCLUSIONI 


1. Il cloridrato di procaina, per quanto 
sia il pi innocuo degli anestetici locali, 
puo produrre spiacevoli reazioni in pazi- 
enti ostetriche. 

2. Tali reazioni possono consistere in 
una sindrome da irritazione del sistema 
nervoso centrale (come nei casi riferiti), 
oppure in un collasso cardio-vascolare. 

3. La diagnosi differenziale fra con- 
vulsioni da procaina e convulsioni da 
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eclampsia é@ molto importante sia ai fini 
della terapia che ai fini della prognosi. 

4. L’uso di un barbiturico nella preme- 
dicazione é assai indicato per diminuire 
la sensibilita alla procaina. E’ bene, 
comunque, ricercare e adeguatamente 
valutare ogni dato anamnestico che si 
riferisca a precedenti intolleranze di 
qualsiasi medicamento. 


SUMARIO 


Dois casos de reacées sistemicas a pro- 
caina resultando em crises convulsivas em 
pacientes obstetricas sao relatados. Nen- 
huma dessas pacientes havia recebido um 
barbiturato como parte da premedicacao 
antes da administracao de procaine. A 
revisao da literatura revéla varios casos 
de reacdes similares em pacientes nao 
obstetricas. 

CONCLUSOES 


1. A procaina hidrocloridrica, ainda 
que 0 mais inocuo dos agentes anesteticos, 
pode produzir reacédes desagradaveis em 
pacientes obstetricas. 

2. As reacgdes podem ser devidas a 
irritacéo do sistema nervéso central, como 
no caso relatado ou sob a forma de sollapso 
cardiovascular. 

3. A diferenciacéo de convulsées pro- 
cainicas com as convulsdes eclampticas é 
importante sob o ponto de vista tera- 
peutico e prognostico. 

4. O uso de um barbiturato na pre- 
medicacao é absolutamente necessario para 
diminuir a sensitividade pela procaina. 
Toda historia de sensitividade medica- 
mentosa previa deve ser investigada e 
considerada. 

RESUMEN 


Se comunican dos casos de reacciones 2 
la procaina con crisis convulsivas en 
pacientes obstétricas. Ninguna paciente 
habia recibido barbiturico en la premedi- 
cacion anterior a la administracién de pro- 
caina. En la literatura sea encuentran 
varios casos de reacciones similares en 
pacientes no obstétricas. 
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CONCLUSIONES 


1. El clorhidrato de procaina puede 
producir reacciones en pacientes obsté- 
tricas, a pesar de ser el mas seguro de los 
anestésicos locales. 

2. Las reacciones pueden presentarse 
en forma de irritacién del sistema nervioso 
central (como en los casos del autor) o 
en forma de colapso cardiovascular. 

3. Es importante diferencias las con- 
vulsiones procainicas de las eclampticas 
para la terapéutica y el pronéstico. 

4. Debe usarse un barbiturico en la 
premedicaciOn para disminuir la sensi- 
bilidad a la procaina. Deben aclararse 


y valorarse los antecedentes de la sensi- 
bilidad a la procaina. 
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. . . The brain is the interpreter of comprehension. Accident and 
convention have falsely ascribed that function to the diaphragm which 
does not and could not possess it. I know of no way in which the 
diaphragm can think and be conscious, except that a sudden access 
of pleasure or of pain might make it jump and throb because it is 
so thin and is under greater tension than any other part of the 
body. Moreover, it has no cavity into which it might receive anything 
good or bad that comes upon it, but the weakness of its construction 
makes it liable to disturbance by either of these forces. It is no 
quicker in perception than any other part of the body, and its name 
and associations are quite unwarranted, just as parts of the heart 
are called auricles though they make no contribution to hearing. 
Some say too that we think with out hearts and it is the heart which 
suffers pain and feels anxiety. There is no truth in this although 
it is convulsed as is the diaphragm and even more for the following 
reasons: blood-vessels from all parts of the body run to the heart 
and these connections ensure that it can feel if any pain or strain 
occurs in the body. Moreover, the body cannot help giving a shudder 
and a contraction when subjected to pain and the same effect is 
produced by an excess of joy, which heart and diaphragm feel most 
intensely. Neither of these organs takes any part in mental operations 
which are completely undertaken by the brain. 

—Hippocrates 





Obesity in Relation to Repair of Ventral Hernia 


WILLARD BARTLETT, JR., M.D., F.A.CS., F.I.CS. 
ST. LOUIS 


impressed with the unsatisfactory 

results then generally obtained after 
operative repair of large ventral hernias 
in obese patients. Several successive in- 
stances of actual inability to close the 
hernial ring completely and, in other 
cases, stormy postoperative courses 
marked by pulmonary complications and 
recurrence of the lesion led my father 
and myself to analyze the factors contrib- 
uting to these poor results. From that 
study came the conviction that the elec- 
tive repair of a large incisional hernia 
in an obese patient can be undertaken 
without undue risk of the patient’s life 
or of failure to achieve cure only after a 
more or less prolonged regime of weight 
reduction.': > During the subsequent years, 
while others have developed a variety of 
technical procedures for “patching” the 
defect in the abdominal wall, I have con- 
tinued, by means of this preparation of 
the patient, to make relatively easy the 
eventual closure of the defect by the 
simplest of technical procedures. 

I have defined the basic difficulty in 
these patients as disproportion between 
the area of the abdominal wall and the 
volume of its contents. Such dispropor- 
tion is brought about by decrease in the 
size of the wall about the hernial ring 
and by increase of varying degrees in the 
volume of its contents. The factors con- 
tributing to shrinkage of the wall are 
three: (1) shortening of muscles and 
fascia due to separation of their attach- 
ments; (2) atrophy of these structures 
from injury to their nerve supply, and (3) 
loss of substance in case of suppuration 
and slough. The volume of the abdominal 
contents is increased, chronically, by the 
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intraperitoneal deposit of fat as a part 
of general obesity; to this is added an 
acute increase in patients subject to dis- 
tention of the hollow viscera during 
episodes of intestinal obstruction. 

It is readily seen that only the presence 
of the defect in the abdominal wall pre- 
vents the patient from having an increase 
in intra-abdominal tension at all times. 
The hernial defect, with its thin and 
yielding covering of (frequently) only 
skin and fat, acts as a safety valve also 
in harmlessly dissipating such acute in- 
creases of intra-abdominal tension as ac- 
companying coughing or straining and 
would otherwise be transmitted upward 
through the diaphragm and against the 
large abdominal veins. 

The role of the diaphragm itself must 
be emphasized. It is too easily forgotten 
that the diaphragm is both an actively 
moving and a passively yielding structure 
and that increases in tra-abdominal ten- 
sion are readily reflected in elevation of 
the diaphragm and restriction of its down- 
ward excursion during inspiration. If 
operation is performed on the patient 
prior to reduction in weight, closure of 
the hernial defect, already referred to as 
a safety valve, may be accomplished “too 
successfully.” The sequelae should be fam- 
iliar to all surgeons; they are still vivid 
in my own mind after twenty years. The 
sudden increase in tra-abdominal tension 
is transmitted through the (elevated) dia- 
phragm to the thoracic contents, with im- 
mediate reduction in vital capacity and 
elevation of venous pressure. Inadequate 
ventilation and embarrassed circulatory 
dynamics are made apparent by flushing 
of the face, varying degrees of cyanosis 
and venous congestion, tachycardia, fever, 
anxiety and the development of pulmonary 
edema and atelectasis. The patient will 
either die of the pulmonary complications 
or experience sudden relief in his struggles 
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to obtain a deep breath. The latter out- 
come, followed by rapid improvement, sig- 
nifies the tearing through of the sutures 
closing the hernial ring; recurrence of 
the hernia was presumed to have occurred, 
in our earlier experience, within less than 
twenty-four hours of operation in those 
patients who survived such an episode. 

Correction of the disproportion between 
the area of intact abdominal wall (i.e., 
about the hernia) and the volume of the 
abdominal contents can be brought about 
only by reduction of general body fat, in 
which the intra-abdominal fat depots will 
participate. Detailed discussion of the re- 
ducing regimen is not pertinent to this 
presentation. Its fundamentals include in- 
doctrination of the patient in the prin- 
ciples of nutrition; provision of a list of 
foods and beverages differentiating be- 
tween the concentrated and the unconcen- 
trated foods (the latter having a large 
content of water and vegetable fiber) ; 
omission of table salt except in cooking, 
and weekly weighing of the patient. A 
high protein, low fat diet, with sufficient 
carbohydrate adequate to prevent ketosis 
and with a vitamin supplement, is pro- 
vided; its total caloric value varies from 
1,200 to 1,600 daily. Every effort is made 
to persuade the patient that he is to learn 
new habits of eating, rather than undergo 
a brief forbearance from overindulgence 
in concentrated foods. With private pa- 
tients we have not yet failed to obtain 
complete cooperation. Perhaps our insist- 
ence during the first consultation that 
surgical repair is unsafe and largely 
successful prior to weight reduction con- 
vinces the patient that he has a well- 
defined role to play in the accomplish- 
ment of a perfect result. In our 
experience the majority of these patients 
have been hypothyroid subjects and have 
tolerated maintenance doses of 1 to 2 gr. 
daily of desiccated thyroid substance, 
U.S.P., not only during the parparatory 
phase but in the years subsequent to 
operation. 

Although the ideal weight to which re- 
duction is sought is that which is stand- 
ard for age, sex and height, individualiza- 
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tion is necessary, particularly in view of 
the size of the bony framework, and I 
have been satisfied with reduction to a 
weight 10 per cent above the standard for 
any given patient. Even though excessive 
weight is lost at a rate of only 5 to 6 
pounds (2.3 to 2.7 Kg.) per month, per- 
sistence in the regimen will bring about 
important losses of weight in given time. 
Reduction to the desired level is marked 
by the ability of the examiner to coapt 
the margins of the hernial ring with the 
patient in the supine position. I do not 
hospitalize the patient until this criterion 
can be met. 

Detailed discussion of anesthetic or 
operative technics is superfluous here, for 
any of the commonly used technical meth- 
ods will prove satisfactory for repair in 
the adequately prepared patient. I have 
a prejudice against the use of spinal 
analgesia for lesions largely confined to 
the upper part of the abdomen; if the 
operative field is in the lower part of the 
abdomen, spinal analgesia has the particu- 
lar virtue of causing constriction of the 
small intestine and colon in varying de- 
grees. In any case, extreme efforts to in- 
duce flaccidity of the abdominal muscu- 
lature are not necessary. 

Certain specific comments as to dis- 
section and closure may prove useful. 
Dissection of the separate fascial layers 
should be performed if it is easily accom- 
plished; otherwise the fused aponeurotic 
layers comprising the hernial ring may be 
closed as a single layer, particularly in the 
lower part of the abdomen. In the upper 
part the peritoneum and _ transversus 
aponeurosis have usually undergone the 
maximum shrinkage and must be accur- 
ately defined; they are generally closed 
as a layer separate from the structures 
entering into the formation of the ante- 
rior rectus sheath. No effort is made to 
achieve overlapping of the margins if it 
entails the introduction of more than mild 
tension on the suture line. Wounds well 
coapted at such secondary operations heal 
quite as well as though a primary oper- 
ation were being done. When the apo- 
neurotic structures are being closed in 
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only one layer, a figure-of-eight suture 
is preferred, the knots being “buried” 
subcutaneously and closure of fat and skin 
made with a separate suture. 

One cannot sufficiently emphasize to in- 
terns and residents the fact that, if clos- 
ure has been made with a single row of 
sutures embracing all structures from the 
peritoneum to the skin, these sutures must 
not be removed before the fourteenth post- 
operative day, since the scar has no sub- 
stantial strength prior to that time. The 
peritoneum is occasionally intact over the 
hernia and may then be inverted by su- 
ture without being opened if no intraperi- 
toneal exploration is needed; I do not 
often follow this practice. Sutures should 
invariably be of nonabsorbable material 
in all the deep layers, although the peri- 
toneum and transversus aponeurosis may 
be more rapidly closed by a continuous 
catgut suture line reinforced by inter- 
rupted sutures of fine silk, cotton or wire. 
In earlier years we reinforced such a 
closure of the aponeurotic layers with con- 
tinuous sutures of autogenous fascial 
strips and were completely satisfied with 
the results. In the past ten years we have 
used fine, steel alloy wire almost exclu- 
sively. A light elastic compression dress- 
ing that does not constrict the lower part 
of the thoracic cage is applied routinely, 
and prompt ambulation of the patient is 
feasible. 

The statement that we have not ob- 
served “patching” of defects in any of our 
patients so prepared requires explanation. 
We have simply not encountered patients 
during these years in whom very exten- 
sive sloughing of aponeurotic layers had 
occurred, although wound infection was 
frequently present at primary operation. 
Nor have we had to deal with the patient 
who has had a large segment of the ab- 
dominal wall removed for tumor, benign 
or malignant. Under conditions, I have 
no doubt that musculoaponeurotic flaps or 
tantalum mesh patches are exceedingly 
useful. 

The question may properly be raised 
whether the good results reported as fol- 
lowing the use of tantalum mesh for fill- 
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ing defects makes our own program super- 
fluous. I doubt that this is the case, for 
I hold to the opinion that reduction of 
weight in the obese patient should be car- 
ried out before the performance of any 
elective intraperitoneal operation. If the 
lesion is a ventral hernia, a full-length 
closure of the defect can be readily 
obtained if adequate weight reduction 
has been carried out. It can hardly be 
argued that the correction of such 
metabolic disorders as these patients 
exhibit should be deferred until after the 
operation. In any emergency that makes 
it imperative to free incarcerated loops 
or to resect nonviable intestine, the incor- 
poration of tantalum mesh to block a 
defect that remains after such partial clos- 
ure of the incision as may be made with- 
out tension is valuable indeed, in enabling 
the operator to secure a firm abdominal 
wall and, at the same time, avoid further 
increase of intra-abdominal tension. 

Comment on Table: The tabulated data 
on 3 patients so prepared are set forth. 
There is a definite diminution in the esti- 
mated size of the defect during a success- 
ful reduction regime, and coaptation of 
the margins could be obtained prior to 
hospitalization in all these patients. Yet 
the difference between the estimated 
length of the defect and that actually 
measured after dissection of the opera- 
tive field is frequently striking. This is 
accounted for by the fact that the ante- 
rior rectus sheath (or the external oblique 
aponeurosis in more laterally placed in- 
cisions) does not usually separate through- 
out as much of its length as do the deeper 
structures and therefore masks the ex- 
tent of the greatest defect in the long 
axis of the incision. Apparent increase in 
the width of the defect when measured 
at operation is presumably due to in- 
creased muscular relaxation under anes- 
thesia. 

The reasons for the failure to obtain 
primary, permanent union in the cases 
cited are easily determined. G. R. was de- 
cidedly obese at the time of her primary 
operation; the incision had been closed 
only with catgut, and she was discharged 
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Data on 3 Patients Treated by Weight Reduction Prior to Repair of Hernia 








| 
Patient, Age and Sex| 


G. R., 46, F. 


| B. K., 45, M. 


J. T., 32, M. 





Previous Operations 


Type 


Incision 
Weight, pounds 
Interval 


Cholecystectomy; 
appendectomy 
Right midrectus 


Gastrectomy 


Midline 
120 
17 months 


Resection of right 
colon (4 stages) 
Right rectus 
185 
14 months (last) 





Data at Initial 
Consultation 


Weight, pounds 

Height 

Estimated size of defect 
Nerve injury? 

Location of lesion 


Yes 


Lower pa 


215 

Boe 

ax 

Yes 

Upper and lower 
parts of abdomen 


rt of abdomen 
abdomen 





Regimen for Weight 
Reduction 


Duration 

Pounds lost 
Preoperative weight 
Estimated size of defect 


Daily dose of thyroid, gr. 


3 months 
156 

6” x 3” 

2 


5 months 
35 
180 
9” x oF 
None 


4 months 
10 








Repair of Hernia 


Peritoneum opened? 
Fascial Layers 
Suture material 


No 


1 
Silk and fascia (2) 


Yes 





Cotton: wire 





Size of defect 


8” x 4” 


| 11” x 34’ 





Weight, pounds 


159 
8 years 





Follow-Up Interval 


4 years 19 months 





| 190 





on the ninth postoperative day in spite 
of wound infection and nerve injury. The 
defect, extending from the pubis to above 
the umbilious, permitted viscera to bulge 
through the skin covering to the size of a 
basketball when the patient was in the 
erect posture. J. T. had undergone four 
operations for carcinoma of the cecum 
through upper and lower midrectus in- 
cisions, with cure of his disease, yet all 
had been done in the presence of fecal 
contamination either at operation or dur- 
ing the healing period. The defect ex- 
tended from the costal margin to the 
pubis. In the case of B. K., the only pa- 
tient whose primary operation had been 
performed by myself, a “through-and- 
through” closure of all layers had been 
performed with one row of figure-of-eight 
wire sutures after an arduous subtotal 
gastrectomy on a rather poor-risk patient 
with pyloric obstruction. A house officer 
had thoughtlessly removed the only su- 
tures in the abdominal wall on the eighth 
postoperative day, and the patient was 


fortunate indeed to escape evisceration. 
The hernia was first noted five months 
after the operation and extended from the 
xiphoid process to below the umbilicus. 


SUMMARY 


1. Intraperitoneal operations of elec- 
tion are needlessly difficult and dangerous 
when the patient is obese. Ideally, they 
should be deferred until correction of the 
metabolic derangement has been accom- 
plished. 

2. This applies even more strikingly to 
the repair of a large ventral hernia; 
closure of the defect may be impossible 
prior to reduction of the excessive intra- 
abdominal fat deposit. If closure is accom- 
plished, the sudden increase in intra-ab- 
dominal tension produced thereby is 
transmitted through the diaphragm to the 
thoracic viscera, eventuating in death or 
in secondary disruption of the wound. 

3. The anatomic and physiologic prin- 
ciples upon which these statements are 
based are reviewed, and the plan of man- 
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agement originated by the author is dis- 
cussed. 

4. The author has had no failures in 
the correction of lesions so treated, and 
there have been no postoperative deaths. 


ZUSAM MENFASSUNG 


1. Elektive Bauchoperationen an fett- 
suechtigen Kranken bringen unnoetige 
Schwierigkeiten und Gefahren mit sich. 
Eigentlich sollten solche Ejingriffe auf- 
geschoben werden, bis ein Ausgleich der 
Stoffwechselstoerung erreicht ist. 

2. Dies trifft besonders zu in Faellen 
von Operationen wegen grosser Bauch- 
brueche; eine Schliessung des Bruches 
mag sich als unmoeglich herausstellen, 
wenn nicht das uebermaessige  intra- 
abdominale Fettdepot vorher beseitigt 
wird. Wenn die Schliessung gelingt, wird 
die damit einhergehende ploetzliche Er- 
hoehung des intraabdominellen Druckes 
durch das Zwerchfell auf die Brustorgane 
uebertragen, was zum Tode oder zum 
sekundaeren Aufbrechen der Wunde fueh- 
ren kann. 

3. Die anatomischen und _ physiologis- 
chen Grundsaetze, auf denen sich diese 
Feststellungen aufbauen, werden be- 
sprochen und der vom Verfasser ange- 
gebene Behandlungsplan wird eroertert. 

4. Der Verfasser hat mit seiner Be- 
handlung keine Versager und keine post- 
operativen Todesfaelle gehabt. 


RIASSUNTO 


1. Le operazioni di elezione in cavita 
addominale sono difficili e pericolose nei 
pazienti grassi. Esse dovrebbero pertanto 
venire rimandate fino a ottenuta corre- 
zione di tale difetto metabolico. 

2. Cid riesce tanto pitt vero quando si 
debba operare una voluminosa ernia ven- 
trale; in tali casi, infatti, pud essere 
addirittura impossibile chiudere la porta 
d’ernia se prima la eccessiva quantita di 
grasso intra-addominale non sia diminui- 
ta. Se poi si riesce a chiudere il ventre, 
’improvviso aumento della tensione intra- 
addominale che in tal modo si produce si 
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trasmette attraverso il diaframma ai 
visceri toracici, e pud seguirne la morte 
o uno sventramento secondario. 

38. Vengono studiati i principii ana- 
tomo-funzionali di tali fatti e viene dis- 
cusso il piano terapeutico proposto 
dall’Autore. 

4. L’Autore non ha avuto né insuccessi 
né morti post-operatorie nei casi curati 
col suo metodo. 

RESUME 


1. Il n’y a aucune nécessité de prati- 
quer chez les patients obéses une inter- 
vention intrapéritonéale qui serait dan- 
gereuse. L’idéal est de remettre a plus 
tard, tant que le métabolisme ne s’est pas 
amélioré. 

2. Ceci est encore plus vrai s’il s’agit 
de réparer une hernie ventrale considér- 
able; il peut étre impossible de fermer 
l’éventration sans avoir au_ préalable 
enlevé la graisse intra-abdominale. Par 
contre, si on réussit, |’augmentation sou- 
daine de la pression intra-abdominale est 
transmise par |’intermédiaire du _ dia- 
phragme aux organes du thorax causant 
soit la mort ou une rupture secondaire de 
la plaie. 

3. L’auteur résume les. principes ana- 
tomiques et physiologiques qui gouver- 
nent la procédure 4a suivre. 

4. L’auteur n’a que se féliciter de ses 
résultats pour avoir appliqué cesprincipes. 


SUMARIO 


1. Operacées intraperitoniais de eleicaéo 
sao desnecessariamente dificeis e  peri- 
gosas em pacientes obsessos. De modo 
ideal, elas deveriam ser adiadas até que 
a correcéo do desvio metabolico seja 
obtida. 

2. Isso é particularmente evidente no 
reparo de grandes hernias ventrais; o 
fechamento do defeito pode ser impossivel 
antes da reducao de excessivos depositos 
adiposos intra-abdominais. Si o fecha- 
mento é conseguido, o rapido aumento 
da tensao intra-abdominal decorrente é 
transmitido ao diafragma e viscera tora- 
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cica, provocando morte ou rotura secun- 
daria da ferida. 

3. Principios anatomicos e fisiologicos 
sobre os quais essas afirmativas sao base- 
adas sao revistos e o plano de conduta 
originado pelo autor é discutido. 

4. O autér nao teve fracassos na cor- 
recao de lesoes assim tratadas e nao houve 
tambem mortes pos-operatorias. 


RESUMEN 


1. Las operaciones abdominales de elec- 
cién son inutilmente dificiles y peligrosas 
en el paciente obeso. Deben diferirse 
hasta lograr la correccién del trastorno 
metabolico. 

2. Esto es aun mas verdadero en lo que 
atafie a la gran hernia ventral, pues el 
cierre del defecto puede ser imposible 
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antes de reducir la grasa abdominal exce- 
siva. Si fuere posible cerrar, entonces el 
aumento stbito de la tensién abdominal se 
trasmite a través del diafragma a las 
visceras toraxicas, pudiendo producir la 
muerte o el desgarro secundario de la 
herida. 

3. Se discuten los principios anato- 
micos y fisioldgcos en los que se basan 
estas afirmaciones, asi como la conducta 
terapéutica original del autor. 

4. El] autor no ha tenido fracasos al 
respecto ni muertes postoperatorias. 
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The first National Congress of the Bra- 
zilian Chapter of the International College 
of Surgeons was held in Sao Paulo, the 
26th to the 30th of September 1951, under 
the Presidency of Prof. Dr. Carlos Gama, 
and with Dr. José Avelino Chaves, Presi- 
dent-elect. Attending guests included 
Prof. Dr. Jorge A. Taiana, President of 
the Argentine Chapter, Dr. Jorge Vega 
Rodrigues, President of the Costa Rican 
Chapter, Dr. Alberto Sabogal, Secretary 
of the Peruvian Chapter, and from the 
United States Chapter Drs. Max Thorek, 
Horace E. Turner, Clement L. Martin, 
John F. Ruzic from Chicago, Neal Owens 
from New Orleans and the writer from 
Philadelphia. 

Sao Paulo, the capital of Brazil, is a 
highly industrialized but very attractive 
city of two and a half million inhabitants, 
in which it is said that two new homes 
are completed every five minutes to take 
care of the present rapid increase in popu- 
lation. There are many large buildings 
of reinforced concrete, eighteen to twenty- 
six stories in height. To relieve the con- 
gested street traffic, great underlying tun- 
nels have been constructed. The city has 
two modern medical schools occupying 
large squares, with extensive hospital, 
laboratory and other buildings. Particu- 
larly were we impressed by the new, mas- 
sive and modern nine-story orthopedic 
institute of Prof. Godoy Moreira. This 
hospital is also built of reinforced con- 
crete and has long projecting porches for 
patients on seven floors. There are facil- 
ities for handling a heavy daily accident 
service. A machine shop for the manu- 
facture of orthopedic appliances occupies 
a great hall and is equipped with heavy 
modern machinery. The older, larger hos- 
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pitals include the Santa Casa de Miseri- 
cordia de Sao Paulo, picturesquely classic 
in design, with modernized operating 
suites. In this hospital three operations 
for megaesophagus, a disease endemic in 
rural districts of Brazil, were scheduled 
in a single morning. Patients with this 
disease are very emaciated and may have 
associated strictures of the anus and 
intestine as well as of the cardia. The 
operative therapy includes plastic enlarge- 
ment of the cardiac orifice of the stomach 
or division of the circular muscle of the 
cardia with vagotomy ; these are not satis- 
factory, however, as pyrosis and other 
symptoms usually follow. Wangensteen’s 
report on satisfactory results from re- 
moval of the acid-bearing section of the 
stomach (Annals of Surgery, September 
1951) was not available at the time of 
the meeting. The Brazilian surgeons 
showed not only a high degree of skill 
and excellent technique but thorough 
familiarity with modern operations on 
the heart, great vessels, lungs, brain and 
other parts. 

The operative clinics began between 7 
and 8 o’clock in the morning. Those on 
general surgery at Santa Casa de Miseri- 
cordia were given by Dr. José Ayres Netto, 
Dr. Matheus Santamaria, Dr. Adauto 
Martinez, Dr. Pedro Ayres Netto, Dr. 
Adalberto Ferraz, Dr. S. Hermeto Jor., 
Dr. Zeferino do Amaral, Dr. Nairo Franca 
Trench, Dr. David Rosenberg, Dr. Ade- 
lino de Almeida Prado, Dr. Moacyr Tavo- 
laro, Dr. Lutz Oriente, Dr. Joao Monte- 
negro, Dr. J. Oliveira Matos, Dr. M. P. 
Barreto, Prof. Define. 

On September 28 operative clinics were 
held at the Escola Paulista de Medicina, 
and operations on the thorax, lung, thy- 
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roid, stomach, spleen or upper air pas- 
sages were performed by Dr. Alipo Co- 
rrea Netto, Dr. Aruleno Santos Novaes, 
Dr. Ary Bastos de Siqueira, Dr. David 
Rosenberg, Dr. A. Bernardes de Oliveira, 
Dr. Eduardo Etzel, Prof. Dr. Mangabeira 
Albernaz. 

On September 29, at the Hospital das 
Clinicas, operations for megacolon, lobec- 
tomies, splenic renal anastomosis, and 
operations for duodenal ulcer and renal 
ptosis were performed by Dr. Alipio Co- 
rrea Netto, Dr. Euryclides de Jesus Zer- 
bini, Dr. Ruy Ferreira Santos, Dr. 
Eugenio Mauro, Dr. Egon Falkenberg, 
Prof. B. Montenegro. Urologic procedures 
were demonstrated by Prof. Luciano Gual- 
berto. 

The morning surgical clinics were fol- 
lowed at 10 o’clock by scientific sessions, 
and at 12 by a large luncheon. This latter 
included, on different days, an outdoor 
churrasco (barbecue) at the extensive 
Fezende Experimental laboratories, ani- 
mal and snake farm, as well as an elabo- 
rate luncheon at the large pharmaceutical 
laboratories of the Institutio Medicamenta 
Fontoura. These activities were thorough- 
ly enjoyed by all. 

At 3 o’clock in the afternoon scientific 
sessions were resumed. In addition to the 
usual papers, lantern or motion picture 
demonstrations were given. Special ses- 
sions in the afternoon were provided for 
obstetrics, gynecologic, ophthalmic and 
urologic sections. 

Instructive papers on special types of 
surgery were given by Dr. Alberto Sabo- 
gal, Prof. Dr. Lucas Monteiro Machado, 
Dr. Nairo Franca Trench, Dr. Octacilio 
Lopes de Carvalho and Dr. Sebastiao 
Hermeto, Jr. 

Papers on thoracic surgery were pre- 
sented by Dr. Aloysio Moraes Rego, Prof. 
Dr. Jorge A. Taiana, Dr. José Hilario, Prof. 
Dr. Mario Degni, Dr. Joaquim S. Caval- 
canti, Dr. Nairo Franca Trench, Drs. José 
Maria Pelliza, Sofio Calisti, Armando 
Grati, Guilhermo Escuder and Natalio 
Morcillo of Argentina, Drs. Mario Sera- 
phico, Enio Barbato, Virgilio A. Carvalho 
Pinto and J. R. Pires de Campos of Sao 
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Paulo, Drs. José Maria Cabello Campos 
and Virgilio A. Carvalho Pinto, Drs. R. 
Vilhena Morais, Virgilio A. Carvalho 
Pinto, Pedro Refinetti and J. C. Soares 
Bicudo; Drs. Mario Seraphico, Virgilio A. 
Carvalho Pinto, F. Sampaio Viana and 
Roberto Aun, and Drs. Mario Seraphico 
and Moacyr Boscardin. 

Abdominal surgery was the field pre- 
sented by Dr. Henrique St. Loup B., Dr. 
Alberto Sabogal, Dr. Elpidio Vienna Ca- 
nnabrava, Dr. Daher Cutait, Dr. Tinoco 
Cabral, Dr. Joao de Oliveira Mattos, Dr. 
Dr. Alpio Pernet, Dr. Joao de Oliveira 
Mattos, Dr. Paulo G. Bressan, Prof. Dr. 
Ernesto Prieto Truco, Drs. Auro A. 
Amorin and Aloysio G. Ferreira de Ca- 
margo, Drs. Virgilio A. Carvalho Pinto 
and R. Vilhena Morais, Dr. Auro A. 


Amorim, Dr. Elpidio Vianna Cannabrava, 
Dr. Hector C. Bazzano, Dr. Francis Al- 
bert, and Dr. Marco Tulo Hernandez. 
Congenital and related surgical condi- 
tions were discussed by Dr. Humberto J. 
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Dr. W. W. Babcock, Dr. Benedicto Montenegro 
and Dr. Max Thorek. 
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Notti, Drs. Virgilio A. Carvalho Pinto 
and Vilhena Moraes, Dr. Alfredo Gants 
Mann, Dr. Antonio Duarte Cardoso, Dr. 
Roberto Farina, Dr. Marco Tulio Hernan- 
dez, Drs. Flavio Pires de Camargo and 
Jose Passarelli, Jr., Dr. Virgilio A. Car- 
valho Pinto, Dr. Eugenio Dias Borde, Dr. 
Aloysio Ferreira de Camargo, Dr. Fabio 
Doria, Dr. Primo Curti, Drs. J. C. Soares 
Bicudo and Mario R. Montenegro. 

The surgery of infancy was presented 
by Drs. José Maria Pelliza, Sofio Calisti, 
Armando Grati, Guilhermo Escuder and 
Natalio Morcillo, of Argentina, Drs. Mario 
Seraphico, Enio Barbato, Virgilio A. Car- 
valho Pinto and J. R. Pires de Campos, 
Drs. José Maria Cabello Campos and 
Virgilio A. Carvalho Pinto, Drs. R. Vil- 
hena Morais, Virgilio A. Carvalho Pinto, 
Pedro Refinetti and J. C. Soares Bicudo, 
Drs. Mario Seraphico, Virgilio A. Car- 
valho Pinto, F. Sampaio Viana, and Ro- 
berto Aun, Drs. Mario Seraphico and 
Moacyr Boscardin, and Prof. Dr. Juan 
Curbelo Uroz. 

Papers on gynecology or obstetrics were 


given by Prof. Dr. Lucas Monteiro Ma- 


chado, Dr. José Saldanha Faria and 
Prof. J. B. Medina. 

Urologic presentations were made by 
Dr. Bernardo Moreira Garcez, Dr. Ar- 
noldo Goday de Souza and Dr. Darcy 
Villela Itibere, Prof. Luciano Gualberto. 

Papers on proctology were offered by 
Prof. Dr. Mario Degni, Dr. Flinio Brasil 
Filho, Dr. Daher Cutait, Dr. Adalberto 
Leite Ferraz and Dr. Moscyr Boscardim; 
on plastic surgery, by Dr. Roberto Farina 
and Dr. Victor Spina; on orthopedic sur- 
gery or traumatology by Prof. F. E. Go- 
day de Moreira, Dr. Jose Gomes da Frota 
and Dr. Americo Nasser, and on radiologic 
aspects of the breast by Prof. Dr. Raoul 
Leborgne of Montevideo. 

On Friday afternoon, at 6:30, there was 
a visit to the model 300-bed free maternity 
hospital. This not only provides skilled 


APRIL, 1952 


obstetric care during pregnancy but gives 
special courses of lectures to adolescent 
girls, as well as premarital and postmari- 
tal examinations and instructions which 
have been of great service in guarding 
against serious complications of preg- 
nancy. The hospital inspection was at- 
tended by many physicians’ wives, in- 
cluding the wife of the Governor of Brazil, 
and was followed by an elaborate buffet 
luncheon. 

At 9 p.m. business and scientific ses- 
sions were held. in these “congressional” 
sessions important parts were taken by 
the Governor of Brazil, Prof. Dr. Lucas 
Nogueiro Garcez, his estimable wife, the 
Mayor of Sao Paulo and other municipal 
and state officials, and medical authorities 
from the various subdivisions of Brazil. 
Much attention was given to the impor- 
tant role of the International College in 
the standardization of hospitals through- 
out Brazil. 

On September 30 there was an elaborate 
farewell dinner at the Jockey Club, fol- 
lowed by races in which special events 
were titled in honor of the Convention, 
the “Colegio Internacional de Chirur- 
giens,” Dr. Max Thorek and Dr. Herbert 
Acuff. 

Our group left Sao Paulo deeply im- 
pressed by the enthusiasm and high stand- 
ards of our Brazilian colleagues and quite 
overwhelmed by their cordiality and warm 
hospitality. We would also particularly 
mention Prof. Dr. and Mrs. Carlos Gama, 
Dr. and Mrs. Luiz Finoco Cabal, Dr. Vir- 
gilio Alves de Carvalho Pinto, Dr. and 
Mrs. L. Laine, Dr. Fernando Luz Filho, 
Prof. Dr. Rodolpho de Freitas, Dr. Eurico 
Branco Ribeiro, Dr. Fabio Doria Amaral, 
and many others for kindness extended. 

It is regretted that we are unable to 
add the names of many others who con- 
tributed to the success of the Assembly. 
Scientific papers representative of the fine 
program appear on the pages 472 to 559 
inclusive. 








Articles Presented at the 
First National Congress of the Brazilian Chapter 
Sao Paulo, Sept. 26-30, 1951 


Angio-Glioma Cerebral 


Apresentacao de um Caso 


PROF. DR. CARLOS GAMA, F.I.C.S. (HON.) * 
Y DR. WALTER E. MAFFEI** 


SAO PAULO, BRAZIL 


constituem o capitulo da neurolo- 

gia que mais tem sido estudado 
nestes ultimos anos, desde a _ classica 
monografia de Bailey y Cushing! na qual 
estabeleceram suas bases anatomo-patolo- 
gicas e mostraram as possibilidades de 
seu tratamento cirlrgico. 

Embéra a maioria dos tumores proprios 
do tecido nervoso se enquadre dentro dos 
tipos descritos, em casos raros depara-se 
com variedades cujos caractéres biolégicos 
se afastam do plano comum. 

E’ precisamente o que sucede com 0 caso 
presente, cujas caracteristicas histolo- 
gicas, aliadas a peculiaridades clinicas e 
cirurgicas, justificam sua publicacao. 

Caso Clinico—Em 13 de Outubro de 
1951 foi internada no Pavilhao de Neurolo- 
gia da Santa Casa de Sao Paulo, a menor 
Alice 8.0. para ser operada de um tumor 
do cerebro, proeminente na regiao fronto- 
parieto-temporal direita. 

Informaram os pais que A. S. O. de 7 
anos, brauca, feminina, brasileira resi- 
dente em Paulépolis—Est. S. Paulo, sem 
antecedentes familiares ou pessoais de in- 
teresse para o caso, ha 1 14 ano, em plena 
saide, apresentou durante 4 dias fébre 
alta, cefaléias e vomitos em jato. 

Légo melhorou e passou bem 3 a 4 
meses. Reapareceram entao cefaleas locali- 
sadas na regiao fronté-parieto-temporal 


O’ TUMORES do sistema nervoso 


*Chefe do Servico de Neurologia, Santa Casa de Sao 
aulo. 
**Chefe do Servico de Anatomia e Patologia. 


direita, vomitos e vertigens que se intensi- 
ficaram aos poucos, passando a ataques. 

Nos ataques perdia a consciencia, caia 
ao sdlo, rangia os dentes, permanecendo 
desacordada até 15 minutos. 

Ha 8 meses os familiares notaram 
elevacao progressiva do osso na tempora 
direita. 

Ha 15 dias peiorou; nos ataques ficava 
com o hemicorpo esquerdo esquecido, e 
nos ultimos dias com incontinéncia uri- 
naria. 

Exame Somdtico.—Tumoracao ao nivel 
da regiao fronto-parieto-temporal direita, 
de forma ovalar, com cérca de 2 cms. de 
elevacao, 6 cms. de comprimento e 4 cms. 
de largura (comforme documenta a foto- 
grafia 1). 

"A palpacao verifica-se uma area de 
deiscencia do osso, correspondendo a parte 
mais saliente do tumor, e que se prolong- 
ava sob a forma de disjuncao da sutura 
coronaria. 

Exame Neurolégico.—Marcha, equilib- 
rio e coordenacao conservados. Reflexos 
profundos presentes, hipoexcitaveis a 
esquerda. Bicipitais acompanhados de 
flexao dos dedos. 

Reflexos cutaneos: Abdominais pre- 
sentes—Sinal de Babinsky esbocado a 
esquerda. 

Sensibilidade conservada em tédas suas 
formas em geral. Nervos. cranianos 
normais com excecéo do optico. (Vér 
exame neuro-oftalmolégico). 

Ja internada no Pavilhao de Neurologia 
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Fig. 1. 


sofreu uma crise convulsiva sem sintomas 
prodromicos. Perda dos sentidos, con- 
vulsées, quéda, olhos esbugalhados. 

Depois de 5 minutos, salivacaéo abund- 
ante e, ao sair da inconsciencia, crise de 
choro seguida de sono profundo. 10 dias 
depois sofreu 3 crises em seguida, semel- 
hantes 4 descrita. 

Exames Subsididrios.—1. Neuro oftal- 
molégico: Estatica e motricidade extrin- 
seca normais. Diametros e reflexos pup- 
ilares—normais. Meios transparentes— 
normais. Fundos—A.0. estase ligieira das 
papilas com hemorragias (13-10-51—a) 
Dr. Durval Prado. 

2. Liquor céfalo-raquiano: Puncao sub- 
ocipital, deitada. Pressdes prejudicadas 
pela irrequietude da _ paciente. Liquor 
limpido e incolor. Cloretos 7,26 grs. Pro- 
teina totais 0,14 (Denis e Ayer). Celulas 
2,4. 

Reacao de Pandy—negativa 

Reacao de Nonne-Appelt—negativa 

Reacao do Benjoim — 00000.00000.- 
00000.0 

Reacao de 

Reacao de 

Reacao de 

Reacao de 


Takata-Ara—negativa 
Eagle—negativa 
Steinfeld—negativa 
Weimberg para cisticercose 


t 


474 


APRIL, 1952 


—negativa (15-1051—a) Dr. A. J. Brandi 

3. Estudo radiolégico do cranio: Fécos 
de calcificacao, irregulares, projetando-se 
na regiado parietal direita. 

Nitido aumento da pressao intra-cran- 
iana, caracterisada por macrocefalia, adel- 
gacamento das taboas osseas e disjuncao 
das sutturas. (13-10-51—Dr. Paulo A. 
Toledo). 

Por todos ésses elementos concordantes 
foi indicada intervencio. Como porém, 
apresentasse processo congestivo bronco- 
pulmonar, protelou-se a intervencao, fa- 
zendo-se tratamento indicado e o pré- 
operatorio. 

25-10-1951 — Operacado. — Craniotomia 
nao osteoplastica fronto-parietol-temporal 
direita. Operador: Prof. Dr. Carlos Gama. 
Auxiliares: Drs. Norberto Longo e Leon- 
ardo Messina. Anestesia de base—Thion- 
embutal pelo Dr. Pereira Lima. Infiltracao 
local—Scurocaina 1%—40 cc pelo cirur- 
giao. Inciséo semicircular de 12 cemsde 
diametro fronto-parieto-temporal direita 
circunscrevendo a saliéncia ossea provo- 
cada pelo tumor. Hemostasia por pinca- 
mento dos vasos. 

Descolamento do periosteo—Na parte 
central do retalho havia deiscencia do 
osso e em grande area sua espessura muito 
delgada. Nao foi necessario o uso de 
trépano, e a abertura foi alargada com 
pinca goiva, até se realisar uma cranio- 
tomia de 10x8 cm., que permitiu abordar 
satisfatoriamente o tumor, com o minimo 
de de lesao. 

A dura-mater parecia tensa, elevada e 
por tranparéncia viam-se vasos calibrosos. 
Aberta a dura-mater paralelamente a 
craniotomia, e elevada, apareceu uma 
formacéo tumoral aroxeada, vasculari- 
sada, sob a forma de um nodulo medindo 
2x2x8 cm., nitidamente diferenciado do 
tecido cerebral circunstante. 

O cérebro exposto parecia apenas uma 
delgada camada através da qual em um 
ou outro lugar’ vislumbrava-se uma 
formacao tumoral azulada ou arroxeada, 
quasi aflorando a superficie (Fig. 2A). 

Os vasos vistos através da dura mater 
eram como pediculos vasculares do tumor 
e foram préviamente ligados com “clips” 
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de prata de Cushing. Outros menores 
foram eletrocoagulados e, em_ seguida, 
iniciada a retirada do tumor com espa- 
tulas. 
Desde 
formacgao tumoral 


logo ficou esclarecido que a 
tinha ernomes_ di- 


mensdes e que era necessario proceder 
parceladamente. 

Retirado 1° grande bléco, apareceu um 
pediculo vascular profundo do tumor, que 
foi ligado com “clip” de prata e bloquei- 
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Fig. 3. 
ado com musculo temporal. 

Procedendo ao descolamento no plano 
proprio, aos poucos foram sendo retirados 
os nédulos que se apresentaram, ficando 
exposto o tecido nervoso liso, confinante 
com o tumor (Fig. 2B). 

As numerosas e volumosas massas tu- 
morais constituiam um conjunto enorme 
ocupando toda a ampla fossa frontal 
direita, invadindo a parietal e compri- 
mindo a temporal. 

Em varios pontos da regiao frontal o 
cérebro ficou reduzido a tenue camada. 

A hemorragia foi muito pequena, mas 
mesmo assim, durante a operacao foi feita 
transfusao de 500cc. de sangue (Dr. 
Langhi) e a despeito disto instalou-se 
chéque de média intensidade, ficando o 
pulso filiforme, com taquicardia e taquip- 
néa. 

A cavidade resultante da retirada do 
tumor foi preenchida com soro fisiol6gico 
aquecido. Hemostasia perfeita (Fig. 2C). 

Correspondeu efetivamente a uma lc- 
bectomia frontal, sendo enorme a cavi- 
dade, a despeito de reduzida pela acomo- 
dacaéo dos bordos cerebrais. A dura mater 
foi reposta e fixada por pontos separados 
de seda préta. O retalho de partes moles 
externas foi recolocado, sendo dados 
pontos separados de seda na galea e de- 
pois coaptados os bordos do couro ¢a- 
beludo. Como as incisdes foram adequada- 
mente feitas, nado houve superposicao dos 
tracos de sutura e fechamento ficou 
estanque. Penso séco. 

Com os cuidados usuais de oxigénio, soro 
gota a gota, e aquecimento, saiu logo do 
chéque e o estado geral melhorou rapida- 
mente. O tumor pesou 260 grs. 

O exame anatomo-patolégico revelou ser 
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ANGIOGLIOMA, e é motivo de minucioso 
estudo integrante déste trabalho. 

Post-Operatorio—Excelente. Verificou- 
se colecao de liquido seroso de baixo dos 
planos mole tendo sido feitas 5 puncées, 
aspirando-se de cada vez 60 cc até 120 
cc Retirados os pontos, a cicatrizacéo 
ficou linear-plana e a falta do osso podia 
ser apenas notada pela palpacao, havendo, 
alias, evidente tendéncia a osteogénese 
pelo periésteo conservado. Foram feitas 10 
apls. de radioterapia profunda no Inst. 
Radium Dr. Arnaldo Vieira de Carvalho 
pelo Dr. Zwinglio Themudo Lessa, de que 
resultou depilacaéo local transitéria. A 
paciente teve alta a 16 Nov. de 1951, 
porém so foi retirada do Pav. de Neurolo- 
gia a 24 de Dez. de 1951. 

Obteve a mais completa recuperacao e 
nao mais apresentou crises convulsivas 
(Fig. 3). 

Exame Macroscépico do Tumor: O 
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material é constituido por numerosos 
pedacos de tecido de varios tamanhos, 
pesando em conjunto 260 gr, de forma 
irregular e aspecto fibroso, com fécos e 
areas hemorragicas (Fig. 4). 

Exame Microscopico: Os preparados, 
corados pela hematoxilina-eosina, mostram 
uma proliferacaéo neoplastica constituida 
por tecido de natureza glial e vascular. 

O tecido glial varia conforme 0 campo: 
em alguns é de aspecto espongioblstico 
com fécos caleareos (Fig. 5A) ; em outros, 
véem-se lacunas e capilares sanguineos em 
meio ao tecido espongioblastico (Fig. 
5B) ; em outros, o tecido apresenta aspecto 
epitelial dispondo-se em t6rno de vasos ou 
de lacunas sanguineas (Fig. 6) ; em outros, 
finalmente, o aspecto é astrocitario (Fig. 
7). 

Trata-se, portanto, de um crescimento 
glial e vascular em que o tecido glial se 
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apresenta sob os mais variados aspectos, 
sem ordem e sempre entremeado de vasos 
sanguineos, realizando assim o quadro de 
uma neoplasia mista—glial e vascular— 
isto é, um angio-glioma ou glioma-telean- 
giectdsico. 


GAMA Y MAFFEI: ANGIO-GLIOMA CEREBRAL 


COMENTARIOS 


Tumor cerebral, que primordialmente 
apresenta a particularidade, excepcional 
nos gliomas, de se exteriorisar sob a forma 
de aumento localisado de volume, o que, 
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de regra, sO se tem observado em alguns 
meningeomas. 

No caso em apreco, explica-se a event- 
ualidade por se tratar de creanca de 7 
anos, com suturas cranianas ainda nao 
consolidadas; e por ser enorme o volume 


t 


do tumor, a ponto de produzir atrofia e 
erosao dos ossos cranianos por compres- 
sao. 

O crescimento lento da neoplasia e a 
craniotomia expontanea explicam a rela- 
tiva probreza de sintomas neurologicos. 
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O aspecto do tumor no ato cirurgico 
sugeriu a hipétese de tumor vascular. 

O exame histologico, porém, como 
demonstram as microfotografias revelou 
tratar-se de neoplasia mixta—glial e vas- 
cular. 

Realmente o tumor é constituido por 
varios tipos embrionarios da neuroglia 
(espongioblastica, astroblastica, etc.) em 
meio aos quais ha vasos sanguineos sob 
a forma de canais ou lacunas formadas 
somente pelo revestimneto endotelial, in- 
dicando assim fazerem parte do cresci- 
mento neoplasico. 

Justifica-se portanto, para essa for- 
macaéo, a denominacao de angioglioma. 

Bailey & Cushing? colocam esta neo- 
plasia entre as malformacgdes angioma- 
tosas. 

Roussy & Oberling® classificam-na como 
astrocitoma teleangectdsico. Weil* inclue 
os angiogliomas entre os glioblastomas 
que se desenvolvem nas paredes ventricu- 
lares com intensa proliferacéo de cap- 
ilares, semelhantes a angiomas. 

Conquanto sejam dispares as opinides 
dos autores, o certo é que se trata de uma 
variedade rara de tumor do _ sistema 
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nervoso e sua constituicao histolégica 
tende mais a demonstrar uma malforma- 
cao congénita, mistura de tecidos em- 
brionarios, com caractéres anatomo-clini- 
cos de tumor. 

Esta interpretacéo anatomo-patologica 
explica as singulares circuntancias do 
caso clinico :—o aparecimento da formacao 
em creanca de aspecto normal e sem nen- 
hum antecedente de interésse;—o cresci- 
mento lento determinando a compressao 
do lobo frontal com sintomatologia clinica 
reduzida a crises convulsivas que s6 nos 
ultimos tempos tiveram caracter Bavais- 
Jacksoniano, apesar do seu enorme volume 
e peso (260 gr.); —A possibilidade da 
extirpacéo radical, praticamente sem 
lesao da substancia nervosa;—e o resta- 
belecimento completo da paciente, sem 
temor de recidiva. 

Por outro lado, o caso ainda merece 
interésse pelos seguintes fatos:—a des- 
peito da grande compressao do tecido 
nervoso e do afloramento do tumor no 
espaco aracnoidiano, o liquido céfalo- 
raquidiano se manteve absolutamente 
normal] ;—conquanto o aspecto radiolégico 
do cranio fosse interpretado como “nitido 
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aumento da pressao craniana”, a oftalmo- 
scopia sé revelou “estase ligeira das 
papilas com hemorragias”.—a _ exterior- 
isagdo do tumor na fronte direita, por 
craniotomia expontanea, objetivou o diag- 
nostico localisatério, dispensando os habit- 
uais meios neuro-cirurgicos, mas impoz a 
realizacéo de craniotomia nao osteoplas- 
tica ;—a despeito da ampla abertura, nao 
resultou deformidade alguma, o que fex 
dispensar qualquer plastica, e atendendo 
a idade da paciente, é licito esperar 


formacao do osso suficiente para 0 recobri- 
mento da area da dura-mater desprotegi- 
da.—a_ radioterapia complementar, foi 
aplicada apenas visando a desensibilis- 
aca do tecido cerebral. 


RESUMO 


Enorme tumor intracraniano, pesando 
260 gr., situado no lobo frontal direito, 
que se exteriorisou expontaneamente, em 
uma creanca de 7 anos. 

Operacéo bem sucedida, com rapido e 
suave post-operatério, seguida de cura 
radical e sem sequelas. 

Aspecto histologico mostrando uma 
variedade mixta—glial e vascular—pouco 
frequente, de acdrdo com a revisao bibli- 
ografica, e representando o 1° caso em 23 
anos de atividades neuro-cirurgicos em 
nossa clinica. 

COMMENT 


The brain tumor herein described, a 
glioma, was remarkable because of spon- 
taneous extrusion of the localized growth. 
Hitherto this phenomenon has been chiefly 
confined to certain meningiomas. In this 
case it can be explained by the age of the 
patient (7 years), by the fact that the 
cranial sutures exhibited nonunion, and 
by the enormous volume of the tumor, 
which caused atrophy and erosion of the 
skull bones by compression. 

The slow growth of the neoplasm and 
the spontaneous craniotomy explain the 
relative scantness of neurologic symptoms. 

The appearance of the tumor during 
operation suggested the possibility of a 
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vascular tumor; histologic examination, 
however (see photomicrographs) revealed 
the neoplasm to be glial as well. It was 
composed of several embryonic neuroglia 
(spongioblastic, astroblastic, etc.). Among 
them were blood vessels in the form of 
canals or lacunae formed only by the 
endothelial coating, which identified them 
with the neoplasm. The tumor, therefore, 
may justifiably be classed as an angiogli- 
oma. 

Bailey and Cushing? also placed this 
type of tumor among the angiomatous 
tumors. Roussy and Oberling* classified 
it as teleangiotasic astrocytoma. 

Weil‘ included angioglioma among the 
glioblastomas that grow in the ventricu- 
lar walls with great proliferation of 
capilaries, or the angiomas. 

In spite of varying opinions, this is a 
rare tumor of the nervous system, and its 
histologic constitution suggests more a 
congenital malformation mixture of em- 
bryonic tissues, with the clinical and 
anatomic features associated with tumor. 

This anatomopathologic explanation 
would account for the peculiar features 
of the case here presented—the growth 
of the tumor in a child of normal appear- 
ance and with no history of tumor; the 
slow growth of the neoplasm, causing com- 
pression of the frontal lobe with clinical 
symptoms limited to convulsive crises that 
only in the late stages were of the Bravais- 
Jacksonian type, despite the great volume 
and weight of the tumor (260 Gm.) ; the 
fact that radical excision was _ possible 
with practically no trauma to the nervous 
tissues, and the total recovery of the pa- 
tient, with no probability of recurrence 
of the tumor. 

The case is also interesting for the fol- 
lowing reasons: 

1. In spite of severe compression of 
the nervous system and extension of the 
tumor to the arachnoidal space, the cere- 
brospinal fluid was entirely normal. 

2. The roentgen appearance of the skull 
indicated increased intracranial pressure, 
and the ophthalmoscope revealed only 
mild edema of the papillae, with hemor- 
rhage. 
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3. Exteriorization of the tumor in the 
right frontal lobe by spontaneous craniot- 
omy confirmed the earlier diagnosis and 
made useless the customary neurosurgical 
measures, thereby requiring nonosteo- 
plastic craniotomy. 

4. In spite of the large opening pres- 
ent, no deformity resulted and no plastic 
procedure was necessary. Because of the 
patient’s age, it is reasonable to wait for 
new bone to cover the area of unprotected 
dura mater. 

5. Supplementary roentgen therapy 
was employed only to desensitize the 
cerebral tissue. 

SUMMARY 


The authors report a case in which 
an intracranial tumor weighing 260 Gm. 
occurred in the right frontal lobe of a 
child aged 7 and was spontaneously ex- 
truded. A successful operation was per- 
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formed and was followed by a short and 
normal postoperative course and result- 
ing in radical cure without sequelae. 
Histologic study revealed the specimen 
to be composed of mixed glial and vascular 
elements; the tumor was therefore classed 
as an angioglioma. According to the liter- 
ature, this type of tumor is rare. The 
case here presented is the first to be en- 
countered by the authors in twenty-three 
years of neurosurgical experience. 
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Cancer de Pulmon 
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pulmon suma 253 enfermos operados 
consecutivamente entre agosto 1943 
y agosto 1951. 

Estos enfermos fueron sometidos a di- 
versas intervenciones (cuadro 1), con una 
mortalidad de 9.8% (25). 

La exploracién toracica se realizé en 
196, con una mortalidad operatoria de 
10.7% (21), comprobandose que sdlo en 
65 la reseccién pulmonar era posible. 

Consideramos como mortalidad oper- 
atoria la que ocurre dentro de los 30 dias 
consecutivos a la intervenci6n quirurgica. 

La toracotomia exploratriz sin resec- 
cién pulmonar, que en el mayor nimero 
de los casos involucré maniobras endo- 
toracicas, diseccioén del pediculo pulmonar, 
biopsia del tumor o de ganglios linfaticos, 
registr6 una mortalidad de 4.5% (6) 
sobre 131 intervenciones. 

En 65 enfermos se practic6é resecci6n 


NJ sims experiencia en cancer de 


pulmonar: 17 lobectomias y 48 neumo- 
nectomias. 

La mortalidad operatoria fué de 23.0% 
(15) por las 65 resecciones; 11.7% por 
las lobectomias y 27.0% por las neumo- 
nectomias. 

En 57 enfermos, la intervencién tor- 
acica fué sustituida por antialgicas, que 
ofrecier6n una mortalidad global de 7% 
(4). 

De las 238 resecciones pulmonares prac- 
ticadas en el Instituto de Cirugia Toracica, 
por diversas enfermedades (cuadros 1 y 
2), los tumores primitivos de pulmon 
aleanzan a 31.5% (75) y el cancer bron- 
quial a 27.3% (65). 

El Diagnostico Histopatolégico de Can- 
cer Previo a la Operacién.—E] diagnéstico 
de neoplasia pulmonar debe ser obtenido 
mediante la concurrencia de todos los 
procedimientos semiologicos, radiolégicos 
y endoscdpicos a nuestro alcance. Los 
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Cuadro 1.—Cancer do pulmao. 
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Cuapro 2.—Resseccoes Pulmonares 





Total de resseccdes pulmonares.. 238 

Ressecgdes por tumor primario.. 75 

Resseceoes por carcinoma 
Broncogenico 65 


(31.5%) 
(27.3%) 








Cuapro 3.—Cancer do Pulmdo 





7 Tipo de Operacao 





Toracotomias exploradoras 

Resseccdes pulmonares 

Operacoes antialgicas 
Lobotomias prefrontais 
Total de operagoes 





Cuapro 4.—Achados Histopatologicos de Cancer 
Antes da Intervengdo 





Tora- 


Total 
de Tora- 
cotomias 

196 


cotomias 
Explo- 
radoras 
131 


Resseccdes 
6 





Numero 





Total de 
positivos 
Biopsia 
broncoscopica 
Esputo ou/e 
Secrecao 
bronquial . 
Aspiracao- 
biopsia 





Cuapro 5.—Cancer do Pulmdo: 65 Resseccgées 
Classificagado Operatéria 





Curativas 
Paliativas 





hallazgos histopatol6gicos de cancer antes 
de la intervencién en las 196 toracotomias 
que estudiamos pueden analizarse en el 
cuadro 4. 

En el 42.4% (63) de los 196 enfermos 
sometidos a toracotomia, pudo estable- 
cerse, en forma previa a la intervencion, 
el diagnéstico histopatologico de cancer. 
Ese diagnoéstico fué proporcionado por 
biopsia broncoscépica en 39, estudio del 
esputo o de las secreciones bonquiales en 
24, por biopsia aspiracién en 7. En algu- 
nos pacientes, dos o mas de estos procedi- 
mientos, concurrieron asimismo al diag- 
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nostico. 

Por lo tanto en el 57.6% (133) la tora- 
cotomia se realizé con presuncién clinico 
radiol6gica y atin endoscépia de cancer 
pero sin una prueba _histopatologica 
previa. 

De las 65 resecciones s6lo el 33.8% (22) 
poseia un hallazgo positivo antes de la 
operacion. : 

Se infiere el valor diagnoéstico de la 
toracotomia, capaz de proporcionar una 


Cuapro 6.—Cancer do Pulmdo 
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cotomias Ressecgdes centagem 
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Periodo 
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Cuapro 7.—Cancer do Pulmdo: 
Operados 





Operados 
Toracotomias 
Resseccdes 
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Cuapro 8.—Cancer do Pulmdo: 65 Ressec¢oes 
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Cuapro 9.—Cancer do Pulmdo: Resseccoes 
Pulmonares 


Mortalidade Sobrevida 
Operatoria Maior 1 Ano 
: % No. % 


20-29 1 
30-39 4 
40-49 : 8 
50-59 : 10 
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Idade Total 





60-69 
70-79 





Cuapro 10.—Cancer do Pulmdo: Ressec¢oes 
Diciembre 1, 1943-Julio 31, 1948 


Total de Resseccoes 

Viveram Mais de 3 Anos " 
Com evidéncia de cancer 0 
Sem evidéncia de cancer 





(30.4%) 
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Niimero de sobrevidas 
Numero de casos 
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Cuadro 11.—Cancer de pulmao. 


informaci6n anatomopatologica hasta ese 
momento negativa y establecer en forma 
terminante la resecabilidad de los tumores. 
Sin duda que la toracotomia puede de- 
sechar el diagnéstico de cancer pero en- 
cambio facilitar el tratamiento de otras 
enfermedades quirtrgicas (quiste hida- 
tidico, supuraci6n cr6énica, neoplasias di- 
versas, etc. 

Resecciones Curativas y Paliativas.— 
Realizamos una clasificaci6n operatoria de 
las resecciones pulmonares en curtivas y 
paliativas segtn el proceso canceroso haya 
sido presumiblemente extirpado en su 
totalidad o no (cuadro 5). 

Las resecciones pulmonares paliativas 
se realizaron en procesos muy extendidos, 


con propagacion directa a_ estructuras 
vecinas al pulmon o propagacién por via 
linfatica. 

Frecuentemente se trataba de pacientes 
en malas condiciones generales y la opera- 
cién aleanz6 una magnitud mayor que las 
curativas, extirpandose ganglios linfaticos 
mediastinicos, pericardio, segmentos de 
la pared toracica, etc. 

Resectibilidad.—La resectibilidad de los 
tumores no ha experimentado desde el afio 
1942 hasta la fecha, marcadas modifica- 
ciones en relacién a la toracotomia (cuad- 
ro 6). 

Las indicaciones mas amplias de la tor- 
acotomia han marchado paralelamente a 
una mayor experiencia en cuanto a la 
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extirpacién de los tumores propagados. 

Sobrevida.—Al 31 de julio de 1951 
(cuadro 7), solamente viven 19 enfermos 
(29.2%) de las 65 resecciones. 

La maxima sobrevida supera los siete 
ahios y vive actualmente sin evidencia de 
metastasis. 5 Enfermos sobrepasan los 
tres ahlos y tampoco presentan evidencia 
de metastasis (cuadro 8). 

La mortalidad operatoria conviene an- 
alizarla en relacion a la edad de los paci- 
entes (cuadro 9). 

Las cifras todavia reducidas no per- 
miten extraer conclusiones definitivas, 
pero la mortalidad aumenta con la edad. 

La sobrevida merece examinarse dis- 
criminando las muertes por cancer y por 
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otras causas. Después de tres afos de la 
operacién (cuadro 10), los pacientes sin 
evidencia de metastasis poseen buenas 
perspectivas desde el punto de vista del 
cancer pero pueden sucumbir a otras afec- 
ciones (hipertensién arterial, insuficiencia 
renal, etc.) 

Al 31 de julio de 1948 (cuadro 11), es 
decir hace tres afios, habiamos practicado 
23 resecciones y 7 de esos enfermos 
(20.4%) sobrepasaron los tres afios sin 
evidencia de cancer. 

La muerte ulterior de 2 de ellos se debié 
a hipertensi6n arterial. 

La sobrevida experimenta un brusco 
descenso en los primeros doce meses; el 
segundo ano también senala una fuerte 


Nurero de sobrevidas 
Numero de casos 
Curativa 

Paliativa 
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Cuadro 12.—Periodo de sobrevido. 
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Cuadro 13.—Ressecées pulmonares; mértes; sobrevido. 


disminucion, luego la curva se estabiliza y 
experimenta un ascenso a los cinco anos 
(cuadro 12). 

Atin mas interesante es observar la 
sobrevida en los casos operatoriamente 
clasificados como curativos o paliativos. 

La sobrevida experimenta un fuerte 
descenso en los primeros doce meses, tanto 
para las curativas como para las palia- 
tivas. 

El segundo afio también sefala una 
disminucion acentuada. 

La curva de sobrevida parece estabili- 
zarse para las curativas después de los 
tres anos. 

La curva para las paliativas experi- 
menta variaciones bruscas en todos los 
afos, pero registra un caso de sobrevida 


t 


después de cinco ajios de la intervencién, 
demostrando las bandades de una exéresis 
realizada con criterio paliativo y que 
result6 curativa por sus_ resultados 
(cuadro 13). 

El diagrama objetiva el afio de la oper- 
acién y la evolucién cronolégica de las 
mismas. 


Cuapro 14.—Cancer do Pulmdo: Cirurgia 
Antialgica 





Muertes 
Craniectomias 
Alcoolisaciones 
Neurectomias intercostais 
Radicotomias cervico-dorsaes ... 
Simpaticectomias dorsaes 
Frenico-interrupc¢cdes 
Lobotomias prefrontaes 
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Cirugia Antidlgicaa—En 57 enfermos 
considerados incurables se practicaron in- 
tervenciones destinadas a la supresién o 
alivio del dolor (cuadro 14). 

Las diversas operaciones expresan la 
necesidad de encontrar una solucién efec- 
tiva a los dolores intolerables del cancer 
propagado a las estructuras nerviosas. 

De todas las operaciones preferimos la 
lobotomia prefrontal bilateral, que hemos 
realizado en 43 casos, con una mortalidad 
de 9.3% (4). 

Constituye el procedimiento mas sen- 
cillo para obtener la subestimacién del 
dolor visceral durante un periodo de dos 
o tres meses. 

RESUMEN 


Se realiza la revision de 237 enfermos 
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con cancer de pulmoén sometidos a trata- 
miento quirtrgico: 65 resecciones pul- 
monares, 131 toracotomias exploratrices 
y 57 intervenciones antialgicas. 

Se consideran: los hallazgos anatomo- 
patolégicos previos a la operacién y el 
tratamiento quirtrgico. 

La sobrevida de las resecciones es an- 
alizada_ refiriéndola a las operaciones 
divididas, segtin clasificacién operatoria, 
en curativas y paliativas. 

7 Casos sobrepasaron los tres afios; la 
mas prolongada sobrevida supra los siete 
anos desde la intervencion. 
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rectum may present interesting 

surgical problems, especially those 
classified under type III by Ladd and 
Gross, in which the blind rectal pouch 
ends at variable distances from the peri- 
neum (Fig. 1). In such cases it is not 
always possible to perform the classic 
proctoplasty, a procedure in which the 
rectal pouch is approached from the 
perineum, dissected free and sutured to 
the skin at the anal site. When the dis- 
tance between the perineum and the rectal 
pouch is over 3 cm. it is usually admitted 
that proctoplasty should not be attempted 
and that some other operative procedure 
should be resorted to. For such cases an 
abdominoperineal replacement of the rec- 
tum has been advocated as a one-stage 
primary procedure (Norris and others; 
Rhoads and others). The indications for 
such a single-stage operation are, however, 
usually limited to those cases of early Type 
III anorectal anomaly with or without 
evidence of recto-urinary or high recto- 
vaginal fistula (Norris). As abdominal 
distention renders dissection of the rectal 
pouch rather difficult when the infant 
comes under observation more than sixty 
hours after birth, such a procedure has 
not been considered advisable. 

We have employed abdominoperineal re- 
placement of the rectum in cases of type 
III anorectal anomaly, all with high rec- 
tovaginal fistula. In 4 of these cases the 
lumen of the fistula was adequate for the 
passage of feces; in the other case the 
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JY f ceectum mas a of the anus and 


fistula was not wide enough, and the in- 
fant, when first seen by us, showed 
marked abdominal distention. In the 4 
cases in which the fistulas were wide, the 
ages of the children were 2 and 8 months 
and 7 and 11 years respectively. In these 


Fig. 1—Type III anorectal anomaly with recto- 
vaginal fistula. 


Fig. 2.—Left lower parame- 
dian incision (see text). 
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Fig. 3.—A, exposure of rectum and reflection of peritoneum. 5, incision made on reflected peri- 
toneum. C, dissection of blind rectal pouch. DP, closure of end of rectum, with thread left long 
(see text). 


cases abdominoperineal replacement of 
the rectum was performed as a single- 
stage operation. In the case in which the 
fistula was narrow the patient was a child 


(aged 25 days) ; transversostomy was car- 
ried out first, on account of the poor gen- 
eral condition of the patient, and the ab- 
dominoperineal operation performed later. 
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In our opinion, the indications for such 
an operation are not limited to infants a 
few hours of age but should be extended 
to include other patients, such as those 
with wide fistulas seen later. The tech- 
nical difficulties encountered in such cases 
do not preclude the performance of this 
operative procedure, and we are convinced 
that it is the general condition of the pa- 
tient rather than the degree of abdominal 
distension that should be considered in 
the treatment of these anomalies. Each of 
the 4 children with wide fistulas treated 
by operation had a rather distended sig- 
moid colon but offered no technical diffi- 
culties, and the operation was performed 
with ease. In the fifth case we resorted to 
transversostomy on account of the poor 
condition of the patient, but adequate use 
of pads, valves and retractors would have 
made the operation possible. Naturally the 
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preoperative care must be in accordance 
with the individual case, including, when 
necessary, preparation of the bowels. 

Operative Technic.— The technic we 
have used in our cases is based mainly 
on the work of Norris and Rhoads. The 
patient is supine. The skin is prepared 
from the axilla to a point below the knees; 
the patient is placed on a sterile sheet, 
and the legs and feet are wrapped in 
sterile drapes. 

Abdominal Approach: 1. A left lower 
paramedian incision is made (Fig. 2). 

2. The rectum is exposed and the peri- 
toneum reflected (Fig. 3A). 

3. An incision is made on the reflected 
peritoneum (Fig. 3B.) 

4. The blind rectal pouch is dissected 
(Fig. 3C). 

5. If a fistula exists it is dissected, 
with ligation, transfixion and division. 


Fig. 4,—A, incision made at anal site (see text). B, blunt dissection toward peritoneal cavity. C, 
traction on rectal pouch (see text). D, completed operation, with ligated end of rectum sutures to 
skin. 
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6. The end of the rectum is closed, the 
thread being kept long (Fig. 3D). 

Perineal Approach: 1. An adequate in- 
cision is made at the anal site, respecting 
the anal sphincter (Fig. 4A). 

2. Blunt dissection is carried toward 
the peritoneal cavity (Fig. 4B). 

3. Traction is made on the rectal pouch, 
which is exteriorized through the perineal 
wound (Fig. 4C). 

Return to Abdominal Approach: 1. The 
pelvic floor is reperitonized if necessary. 
(Usually the sigmoid portion of the colon 
fills in the defect and no reperitonization 
is required). 

2. The abdominal wall 
layers. 

Return to Perineal Approach: 1. The 
ligated end of the rectum is removed. 

2. The rectal wall is sutured to the 
skin (Fig. 4D). 

SUMMARY 


is closed in 


The technic of abdominoperineal re- 
placement of the rectum for the treatment 


of type III anorectal anomaly is presented. 
The indications for such an operation are 
extended to include other patients besides 
those seen early after birth. 


RIASSUNTO 


Viene esposta la tecnica della riduzione 
addomino-perineale del retto nella cura 
delle malformazioni anorettali del III.° 
tipo. Le indicazioni di tale intervento sono 
estese ad altri pazienti oltre quelli visti 
precocemente dopo la nascita. 


ZUSAM MENFASSUNG 


Die Technik des abdominoperinealen 
Ersatzes des Mastdarms als Behandlung 
des Typus III der anorektalen Anomalie 
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wird beschrieben. Die Indikationen fuer 
diese Operation werden auch auf Kranke 
ausgedehnt, die nicht gleich nach der 
Geburt zur Behandlung kommen. 


CONCLUSIONS 


On rapporte un procédé desubstitution 
abdomino-périnéale du rectum pour cor- 
riger l’anomalie ano-rectale type III. Les- 
indications opératoires de cette technique 
peuvent aussi s’appliquer a d’autres pa- 
tients que ceux vus immédiatement a la 
naissance. 

RESUMEN 


Se presenta la técnica de reposicion 
abdéminperineal del recto para el trata- 
miento de la anomalia anorectal tipo III. 
Se extienden las indicaciones de dicha 
operaci6n para incluir otros pacientes, 
ademas de los que se ven tempranamente 
después del nacimiento. 


SUMARIO 


A tecnica da implantacéo abdomino- 
perineal do reto para o tratamento da 
anomalia anoretal do tipo III é apre- 
sentada. As indicagdes para tal operacao 
sao extendidas a outros pacientes alem 
daqueles vistos logo apés o nascimento. 
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Variaciones Granulociticas Neutrofilas por 
- Irradiacion Suprarrenal 
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probado experimental y clinicamente 

la influencia anterohipofisiaria y 
corticosuprarrenal sobre el numero de 
granulocitos neutréfilos circulantes. Por 
otra parte, se observado que la irradia- 
cién réntgen corporal determina cambios 
en la biometria hematica, que comprenden 
variaciones en la cifra de granulocitos 
neutrofilos circulantes, atribuyéndose al- 
gunos de estos cambios a la intervencién 
del sistema anterohipofisiario-corticosu- 
prarrenal. 

No teniendo conocimiento de haberse 
irradiado con anterioridad la suprarrenal 
en particular, con observaci6n de la cifra 
de neutrofilos circulantes, hemos experi- 
mentado al respecto con la finalidad de dis- 
cernir si la irradiacién de dicha glandula 
produce variaciones granulociticas neu- 
tréfilas diferentes de las producidas por la 
irradiacion corporal, que constituyeran in- 
formacién sobre la presencia y funcién de 
cada suprarrenal, consideradas aislada- 
mente o asociadas a variaciones linfoci- 
tarias, eosinofilas y glucémicas (Manzani- 
lla y Manzanilla Jr., 1951; Manzanilla 
Jr., 1951),! al parecer correlacionados 
con la funcion suprarrenal. Como se com- 
prende, dicha informaci6n puede tener 
importancia en problemas médicos y qui- 
rurgicos en que interese conocer la exis- 
tencia y funci6én de cada suprarrenal. 

Antecedentes. — Borchardt observ6 en 
1929 que los animales suprarrenalectomi- 
zados no presentaban la respuesta neu- 
trofila de los normales, consecutiva a in- 
feccién neumococica y substancias quimi- 
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cas como pilocarpina, colina y adrena- 
lina.2 Corey y Britton (1932) sugirieron, 
a partir de sus hallazgos en gatos su- 
prarrenalectomizados, participacién cor- 
ticosuprarrenal en la regulacién de los 
neutréfilos circulantes.* Dougherty y 
White (1945) comunicaron neutrofilia en 
animales, consecutiva a la administracién 
de desoxicorticosterona, extracto cortico- 
suprarrenal y hormona suprarrenotrofica 
hipofisiaria (ACTH).* Reinhardt, Aron y 
Li (1944)° y Palmer (1950)° compro- 
baron en animales la neutrofilia producida 
por ACTH. Forsham, Thorn, Prunty y 
Hills (1948)* observaron este mismo 
fenodmeno en el hombre, que no han sefa- 
lado algunos otros autores (Masson, 
Power, Rynearson, Ciaranelli, Li y Evans, 
1948).8 Palmer (1950)® sugirid en la 
neutrofilia postACTH un factor antigénico 
debido a impurezas en dicha substancia, 
ya que aun en las ratas suprarrenalecto- 
mizadas se produjo neutrofilia. Quittner, 
Wald, Sussman y Antopol (1951)° y Pal- 
mer, Cartwright y Wintrobe (1951) '° han 
observado neutropenia inmediata a la 
administracién de cortisona, apoyando el 
concepto antigénico de la neutrofilia por 
ACTH. 

La suprarrenalectomia determina au- 
mento de la cifra inicial de neutr6filos, 
inversamente a la administracio6n de cor- 
tisona que produce neutropenia (Palmer, 
Cartwright y Wintrobe, 1951).!° Sin em- 
bargo, este fendmeno no parece ocurrir 
en diversas especies animales (Fustinoni 
y Parodi, 1938; Lewis, 1941).1! Ademas, 
es interesante mencionar que Dury 
(1948) !* encontr6 en ratas relacion entre 
aumento de acido ascérbico y neutropenia, 
por lo que sugiere regulacion en cierto 
grado de la cifra de neutrofilos circulantes 
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por la corticosuprarrenal. 

En consecuencia, aunque sujeto a dis- 
cusion y tal vez a divergencia de hallazgos 
segun la especie estudiada, puede decirse 
que se presenta la relacién- hiperfuncié6n 
corticosuprarrenal-neutropenia e hipofun- 
cién corticosuprarrenal-neutrofilia, de con- 
formidad con los hallazgos experimentales 
e independientemente de la accién anti- 
génica neutrofilica de la ACTH. Dicha 
relaci6n experimental ha sido comprobada 
clinicamente en ciertos aspectos por al- 
gunos autores. 

En el sindrome de insuficiencia cortico- 
suprarrenal aguda (Waterhouse-Frider- 
ichsen), en el que se presenta eosinofilia 
(Faloon, Reynolds y Becbe, 1950) ,!* hipo- 
glucemia (Magnusson, 1934)'* y elevacién 
de nitré6geno no proteico en sangre 
(D’Agati y Marangoni, 1945)" se pre- 
senta neutrofilia (Soffer, 1948; Thorn y 
Forsham, 1950).1° En la insuficiencia cor- 
ticosuprarrenal croénica, en la cual se en- 
cuentra disminuida la secrecién de glu- 
cocorticoides (Vennig y Browne, 1947,) 17 
algunos autores han comunicado neutro- 
filia (Hills, Forsham y Finch, 1948),'® 
senalando otros la existencia de valores 
normales en la cifra de neutrofilos circu- 
lantes (De la Balze, Reifenstein Jr. y 
Albright, 1946).!° Sin embargo, De la 
Balze, Reifenstein Jr. y Albright (1946) 
han comunicado en el sindrome de Cush- 
ing, que presenta aumento en la secrecién 
de glucocorticoides (Vennig y Browne, 
1947),17 el aumento en la cifra de neu- 
tréfilos circulantes. 

Respecto a la influencia de la adrenalina 
sobre los neutr6filos circulantes, Lucia, 
Leonard y Falconer (1937)2° dieron a 
conocer neutrofilia producida por la 
misma. Gabrilove, Volterra, Jacobs y 
Soffer (1949)?! precisaron la accién de la 
adrenalina sobre los neutr6filos circulant- 
es, encontrando que tanto en sujetos nor- 
males como en addisonianos se produce 
neutropenia seguida de neutrofilia. Este 
efecto neutropénico de la adrenalina podria 
producirse en parte a través de la cortico- 
suprarrenal, ya que ha sido demostrado 
que dicha substancia aumenta la secrecion 
cortical, actuando directamente sobre la 
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corteza o indirectamente por intermedio 
de la anterohipofisis (Vogt, 1944; Long, 
1947) .°? 

Puede resumirse de todo lo anterior, 
que tanto la corteza como la médula su- 
prarrenal tienen influencia sobre el 
numero de granulocitos neutrofilos cir- 
culantes, presentandose la relacion hiper- 
funcién suprarrenal-neutropenia e hipo- 
funcion_ suprarrenal-neutrofilia, aun 
cuando se comprende que esto no puede 
considerarse como absoluto. 

Con referencia a las variaciones granu- 
lociticas neutrofilas producidas por la irra- 
diaci6n corporal, es un hecho bien cono- 
cido que tanto en los animales como en 
el hombre se observa neutropenia (Kat- 
sutochi, 1929; Lucheta, 1937; Komblum, 
Boener y Henderson, 1938; Roffo y 
Lucheta, 1941; Prosser y Moore, 1947; 
Murray, Pierce y Jacobson, 1948; Dixon, 
1948 ; Brecher, Endicott, Gump y Browner, 
1948; Allen, Sanderson, Milham, Kirschon 
y Jacobson, 1948; Holden, Cole, Portman 
y Storaasli, 1949; Dinning, Meschan, 
Keith y Day, 1950).** Dicha neutropenia, 
segun Sacher y Pearlman (1946),7* pre- 
senta una relaci6n simple entre su intensi- 
dad y la de la dosis de irradiacién que 
se aplica. Asimismo, el efecto neutro- 
pénico producido por la irradiacién se 
presenta por la accién directa de esta, 
como han demostrado Lawrence, Valen- 
tine y Dowdy (1948)*° irradiando uno de 
dos gatos con circulacién cruzada. Stear- 
ner, Simmons y Jacobson (1947) 7° demos- 
traron que la citada neutropenia no se 
produce en ausencia de bazo. Finalmente, 
es interesante mencionar que, segin Law- 
rence, Dowdy y Valentine (1948),°7 las 
variaciones granulociticas neutrofilas se 
presentan de las 24 a las 36 horas post- 
irradiacion. 

Consideramos que el mencionado efecto 
neutropénico de la irradiaci6n réntgen, no 
puede estimarse como debido solamente 
a la accion directa de la irradiacién 
sobre los neutrofilos y sus érganos forma- 
dores, ya que Hugh (1949)*8 ha demos- 
trado aumento de corticoesteroides por 
la irradiaci6n corporal. 

Método Experimental. — 10  observa- 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


ciones en 5 individuos adultos clinica- 
mente sanos. Anotacién del numero de 
granulocitos neutréfilos en mm’ de 
sangre preirradiacion y postirradiacién a 
los 15 minutos, 3 horas, 12 horas y 24 
horas. Caracteristicas y dosis de irradia- 
cién determinadas por el Dr. Manuel F. 
Madrazo, de conformidad con la experien- 
cia y observaciones sucesivas, segun los 
grupos siguientes: 

A—Casos 1 y 2: '180 Kv., 5 Ma., a 50 
cm. de distancia, con 0.5 mm. Cu, 1 mm. 
Al. Duraci6én 5 minutos, 150 U. R. 

B—Casos 3 y 4: 180 Kv., 5 Ma., a 25 
cm. de distancia, con 0.5 mm. Cu, 1 mm. 
Al. Duracién 5 minutos, 75 U. R. 

C—Casos 5, 6, 7 y 8: 1380 Kv., 10 Ma., 
a 50 cm. de distancia, con 3 mm. Al. Dura- 
cidn 5 minutos, 117 U. R. 

D—Casos 9 y 10: 130 Kv., 10 Ma., a 
50 em. de distancia, con 3 mm. Al. Dura- 
cién 3 minutos, 117 U. R. 

Resultados.—En los 10 casos se produjo 
variaciOn del nimero de granulocitos neu- 
tréofilos, observandose en 8 aumento y en 
los 2 restantes disminucién. Se encontr6 
la maxima intensidad de variaci6n en la 
anotaci6én granulocitica neutrofila de las 
3 horas postirradiacién en 5 casos, en la 
de 15 minutos en 2 casos, en la de 12 
horas en 2 casos y en la de 24 horas en 
el caso restante. La variacién numérica 
granulocitica neutroéfila duré 12 horas en 
5 casos, 24 horas en 4 casos y 3 horas en 
el caso restante. El aumento de granu- 
locitos neutroéfilos fué de 932 minimo a 
5,837 maximo con referencia a la anota- 
cion preirradiacion. La disminucién granu- 
locitica neutrofila fué de 396 en un caso 
y de 1,426 en otro con referencia a la ano- 
tacion preirradiacion. 

Las respuestas de aumento y disminu- 
cién granulocitica neutrofila no mostraron 
relacion en su caracter e intensidad con 
las variaciones del estimulo, habiéndose 
obtenido en 2 individuos con estimulos de 
las mismas caracteristicas aumento en una 
suprarrenal y disminuci6én en la contra- 
lateral (casos 5 y 6 y casos 7 y 8). 

Comentarios. — Los resultados senalan 
como variacién mas notable por su fre- 
cuencia el aumento del numero de granu- 
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locitos neutréfilos, pudiéndose atribuir a 
la irradiacién la variacié6n observada. 
Asimismo, puede considerarse que la irra- 
diacién suprarrenal determina un tipo de 
respuesta diferente al de la irradiacién 
corporal, ya que en contraste con la 
neutropenia producida por la irradiacion 
corporal se produce neutrofilia por la irra- 
diacién suprarrenal, al menos con los 
estimulos empleados por nosotros. En 
virtud de que al irradiar la zona glandular 
se estimulan te6ricamente a la vez la 
corticosuprarrenal y la médulosuprarre- 
nal, es interesante considerar la _ par- 
ticipacién que podria tener cada una en 
la respuesta observada. 

En consecuencia, el aumento del nimero 
de granulocitos neutrofilos por irradiacién 
suprarrenal puede deberse a: (1) in- 
hibicién de la secreci6n corticosuprarrenal, 
ya que como hemos visto en los estados 
en que existe disminucién o supresié6n de 
dicha secrecién es frecuente la neutro- 
filia; (2) inhibicién de la secrecién mé- 
dulosuprarrenal con funcién costicosu- 
prarrenal normal, dado que en el hombre 
la secrecién de adrenalina en condiciones 
basales parece ser continua, segin nues- 
tras observaciones en desnervacion su- 
prarrenal, -utilizando la glucemia como 
reactivo biol6gico (Manzanilla y Manzani- 
lla Jr., 1950),°° citando de nuevo que la 
adrenalina estimula la secrecién cortico- 
suprarrenal. 

Ambos factores son correlacionados, 
pero no siendo la adrenalina mas que uno 
de tantos elementos que estimulan la 
secreci6n corticosuprarrenal, este factor 
no explicaria por si solo la neutrofilia de 
la intensidad observada. Por consiguiente, 
pensamos que el aumento de granulocitos 
neutrofilos, producido en el hombre por 
irradiaci6n suprarrenal, se debe princi- 
palmente a inhibicién de la_ secrecién 
corticosuprarrenal, aunque no puede des- 
cartarse la participaci6n en cierto grado 
de inhibicién de la secrecién médulo- 
suprarrenal. 

Con referencia a la disminucién del 
numero de granulocitos neutrdéfilos por 
irradiacion suprarrenal, puede deberse a: 
(1) aumento por excitacién de la secrecién 
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corticosuprarrenal; (2) aumento de la 
secreci6n médulosuprarrenal, que a su vez 
aumenta la secreci6n corticosuprarrenal. 
Sobre este particular, consideramos la 
participacién de ambos factores, de con- 
formidad con los datos obtenidos con otros 
reactivos biolégicos. 

El] hecho de que tanto el aumento como 
la disminucién de los granulocitos neu- 
trofilos no muestran relacién con las ca- 
racteristicas del estimulo, asi como la pro- 
duccién de ambas respuestas en un mismo 
individuo con idéntico estimulo, indica que 
las respuestas granulociticas neutréfilas 
producidas por la irradiacién réntgen 
suprarrenal estan supeditadas en parte al 


estado funcional de cada glandula en par- 
ticular. 

Es interesante hacer notar que el tipo 
de variacién granulocitica neutrofila por 
irradiacién suprarrenal observado, 
muestra cierto paralelismo con las varia- 
ciones linfocitarias y eosinofilas por la 
propia irradiaci6n suprarrenal (Manzani- 
lla y Manzanilla Jr. 1951).1* > 


CONCLUSIONES 


1. La glandula suprarrenal determina 
en el hombre variaciones granulociticas 
neutrofilas por estimulacién con rayos 
rontgen. 
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2. Estas variaciones son diferentes de 
las producidas por irradiaci6n corporal. 

3. La variacién principal consiste en 
aumento del numero de granulocitos neu- 
tréfilos, que puede atribuirse a inhibicién 
corticosuprarrenal por ciertas analogias 
experimentales y clinicas. 

4. Se produce también en menor pro- 
porcion disminuci6én del numero de granu- 
locitos neutr6filos, que puede atribuirse a 
excitaci6n corticosuprarrenal por ciertas 
analogias experimentales y clinicas. 

5. No parece existir relacién entre las 
caracteristicas del estimulo y el tipo de 
respuesta observado, al menos con los 
estimulos empleados por nosotros. 

6. Las suprarrenales de un mismo in- 
dividuo pueden producir respuestas dife- 
rentes con estimulos iguales de rayos 
rontgen. 

7. Las variaciones granulociticas neu- 
trofilas por irradiacién suprarrenal con 
rayos roéntgen, junto con las linfocitarias, 
eosinofilas, glucémicas y otras, tal vez 
puedan ayudar, al ser identificados los 
fendmenos de esta indole, a la resolucién 
de problemas médicos y quirtrgicos en 
que es necesario y recomendable cons- 
tatar la presencia funcional de cada 
glandula en particular, especialmente ante 
la indicaci6n de suprarrenalectomia total 
monolateral, que debe presuponer la pre- 
sencia y suplencia funcional de la glandula 
contralateral. 


RESUMEN 


Este estudio tiene por objeto conocer 
las variaciones granulociticas neutr6filas 
consecutivas a la _ irradiacién réntgen 
suprarrenal, diferenciandolas de las que 
tienen lugar por irradiacién réntgen cor- 
poral inespecifica. Se estudian las varia- 
ciones granulociticas neutrofilas por irra- 
diaci6n suprarrenal en individuos adultos 
clinicamente sanos, experimentaci6n que 
constituye uno de los aspectos de investi- 
gaciOn sobre variaciones citohematicas y 
hematoquimicas postirradiaciOn suprarre- 
nal. 

Se consideran los efectos observados 
como informacién sobre fenémenos rela- 
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cionados con la presencia y funcién en su 
caso de cada glandula suprarrenal, de 
posible utilidad en la resolucién de pro- 
blemas médicos y quirlrgicos en que es 
necesario y recomendable constatar la 
presencia funcional de cada glandula en 
particular, especialmente ante la indica- 
cién de suprarrenalectomia total mono- 
lateral, que debe presuponer la presencia 
y suplencia funcional de la glandula con- 
tralateral. 
SUMMARY 


A study is made of variations in the 
number of granulocytes neutrophils pro- 
duced after roentgen irradiation of the 
adrenal glands, and its differentiation of 
those observed after nonspecific roentgen 
irradiation of the body. 

Determination of the granulocyte-neu- 
trophil variations, together with other 
cytohematic and hematochemical changes, 
would be a possible aid in determining 
the existence and function of the adrenal 
glands in certain medical and surgical 
problems, especially in determination of 
the indications for total monolateral 
adrenalectomy, since this operation pre- 
supposes the presence and sufficiency of 
the contralateral gland. 
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Un Caso de Exoftalmus Irreductible de Origen 


Tiroideo Tratado Quirurgicamente 


PROF. DR. M. VAZQUEZ, F.A.CS., F.I.C.S.* 
MEXICO D. F., MEXICO 


sujeto remontan a cuatro anos aprox- 

imadamente antes de estos dias. 
Fueron ellos, Primero: Signo de Stellwag 
observado y descrito por la esposa del 
paciente que en todo manifiesta especial 
capacidad de observacion y claro talento 
por lo que se puede tener seguridad en la 
interpretacion de numerosos datos que en 
la actualidad son solo posibles de obtener 
por interrogatorio. 

Segundo: Después de unos meses, serian 
tal vez cuatro, de persistir solo el Stellwag 
comenzo a aparecer edematoso el parpado 
superior derecho; a los pocos dias el izqui- 
erdo y en ambos fué dicho edema, aumen- 
tando lenta y continuadamente. 

Tercero: Por el mes de Noviembre del 
ano de 48 sufriéd inesperadamente una 
hematemesis de abundancia alarmante que 
oblig6 a imponer tratamiento y régimen 
dietético durante un mes, encaminados a 
cicatrizar una supuesta ulcera gastrica que 
no illegé aconfirmarse porque fuera de la 
hematemesis no hubo otros datos clicos ni 
de laboratorio o gabinete que pusieran 
sobre la pista—cierta del tal Ulcera. 

Estas medida terapéuticas dieron lugar a 
que el paciente se recuperara notablemente 
en ese mes de reposo al cabo del cual dejé 
toda dieta y todo tratamiento conservan- 
dose algunos, meses mas en un estado 
aceptable de salud pero sin que desapare- 
cieran ni el Stellway ni el edema palpebral 
que antes bien se agreg6 de una ligera pro- 
pulsié6n del ojo derecho. 

Un encuentro fortuito con un médico que 
le dijo tener apariencia de enfermo de 
bocio lo hizo venir, de la ciudad en que 
residia a México en donde se comenz6 a 
administrar, por indicacién facultativa, 
tiouracilo, iniciandose esto en Marzo de 49. 


| OS primeros fenédmenos morbosos del 





*Profesor de la Faereltad de Medicina de Mexico, U. N. A. 
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En Agosto de este mismo afio de 49 
sufri6 un accidente automovilistico en el 
que se produjo sobre la region frontal un 
poco arriba de la 6rbita derecha, un trau- 
matismo craneano no grave pero que di6 
lugar al desencadenamiento violento de un 
conjunto de fendmenos consistente en un 
estado de profundo choque emotivo carac- 
terizado por crisis angustiosas y una labili- 
dad mental marcada por momentos. 

Concomitante con esto habia ademas los 
datos siguientes: Primero: El edema pal- 
pebral se acentuoé considerablemente en el 
parpado superior derecho y se acompaiié 
de salida ya franca del ojo hacia adelante. 
Lo mismo aunque en menores proporciones 
sucedi6 con el parpado y ojo izquierdos. 

Segundo: Comenzo diarrea muy fluida, 
abundante, tres o cuatro en un dia, a veces 
una. 

Tercero: Fatiga facil. 

Cuarto: Taquicardia apreciable para el 
paciente. 

Quinto: Temblor fino y rapido en las 
manos que en ocasiones se hacia sentir en 
todo el cuerpo. 

Sexto: Cefaleas tenaces de mediana in- 
tensidad. 

Séptimo: Todo esto que hizo olvidar el 
tiouracilo, vino acompafiado en aparente 
relacién de causa a efecto de un pérdida 
considerable de peso y de todo el bienestar 
que habia ganado el sujeto durante el mes 
de reposo y tratamiento de aquella supues- 
ta ulcera gastrica de que ya se _ hizo 
mencion. 

El exoftalmus crecia incontenible sobre 
todo en el ojo derecho comenzando a pre- 
sentarse la eversién del fondo de saco con- 
juntival que tenia ya aspecto de una ver- 
dadera hernia lo que dié lugar a que en 
esos momentos se hiciera un intento de 
reducirla presionandola con un estilete na- 
turalmente con gran molestia del enfermo. 
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La violencia de propulsi6n de los ojos 
particularmente del derecho y el aumento 
de los parpados por el edema, motivaron 
otros intentos de reduccién mediante la 
aplicacién de Rayos X sobre la region tem- 
poro-frontal y después hubo la idea de ata- 
car operatoriamente, cosa que fué pro- 
puesta al paciente sin que él ni su Sra. 
puesta al paciente sin que el ni su Sra. 
Esposa supieran de qué tipo habria de ser 
dicha intervencion. 

Hay de esos dias una cifra de metanolis- 
mo basal que sibien ha sido dada como alto, 
se desconoce exactamente y en este sentido 
cabe decir que poco caso se hizo de estu- 
dios de esta naturaleza. Fué entonces con- 
sultado otro facultativo que propuso apli- 
car cortisona con lo que esperaba con 
mucha seguridad reducir el exfotalmus y 
curar el bocio. 

Esto comenzo en Noviembre de 1950 in- 
stilando gotas de dicha cortisona a los 
ojos. Como no se vid resultado alguno 
siguid la aplicaci6n parenteral de 2 c.c. 
cada seis horas dia y noche—combinados 
con A. C. T. H. y Penicilina. En vista de 
la ineficiencia de tal manera de proceder se 
aumento la dosis a 6 c.c. cada 12 horas y 
posteriormente esta misma cantidad cada 
cuatro horas sin resultado apreciable por 
lo que en una situacién ya fuertemente 
apremiante, pues el exoftalmus crecia de- 
sesperadamente se resovié inyectar la cor- 
tisona en los ojos subconjuntival, lo que 
sepuso en practica para el derecho que era 
el mas propulsado. 

Parecié reducirse ligeramente la salida 
del ojo dando lugar a una esperanza por lo 
que se tomo la resoluci6n de poner como 
testigo al tiempo suspendiendo la corti- 
sona y siendo entonces posible ver cémo el 
exoftalmus tuvo un avance rapido en 
ambos ojos pero siempre predominando en 
el derecho comenzando entonces a no al- 
canzar ya el parpado superior a cubrir la 
cornea lo que motiv6 que se iniciara un 
desecamiento del sector que quedaba de- 
scubierto y un proceso ulcerativo de rapido 
avance. Es decir se habia constituido ya 
un lagoftalmus. 

Ese tratamiento de cortisona dur6 
aproximadamente tres meses en los cuales 
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el sujeto empeor6é extraordinariamente no 
solo del exoftalmus sino de todos los 
fenodmenos componentes del cuadro habien- 
do sido en los primeros dias de Febrero del 
afio ppdo. cuando el suscrito fué llamado 
para atenderlo. 

La situacion en esos dias estaba con- 
formada por los siguientes datos: 

Primero: Sujeto encamado, no-muy en- 
flaquecido pero si muy debilitado, muy 
palido, manos frias y temblorosas, voz muy 
apagada, la alcoba en que se encontraba 
habia sido semioscurecida y ademas lle 
vaba colocadas unas gafas que le ocultaban 
completamente los ojos aunque se adverta 
que estaban apoyadas sobre la nariz no 
propiamente en la raiz sino mas abajo y 
adelante. 

Segundo: Pulso de 150 por minuto. T. 
Max. 95. T. Min. 65. 

Tercero: Respiracién ligeramente super- 
ficial de 28 por minuto. 

Cuarto: Temperatura 37.2 en la axila. 

Quinto: Temblor rapido de pequenas 
oscilaciones muy apreciable en las manos. 

Sexto: Ruidos cardiacos poco percepti- 
bles con la frecuencia indicada. 

Séptimo: Al retirar las gafas se descubre 
lagoftalmus en el ojo derecho muy mar- 
cado; poco menor en el izquierdo. 

El primero en su extrema posicion hacia 
adelante solo—alcanzaba a ser cubierto por 
el parpado superior en las dos terceras 
partes de la cornea, aproximadamente, 
quedando sin proteccién la tercera parte 
inferior y en este segmento se apreciaba 
ya un proceso ulcerativo que segun la opin- 
ién de los oculistas que atendian al paci- 
ente, amenazaba seriamente con hacerse 
perforante. La gran infiltracidn edema- 
tosa de ambos parpados sobre to do en el 
superior derecho, los mantenia lisos, tensos 
y rigidos sobresaliendo del borde orbitario 
superior a un grado extremo. En la por- 
ci6n correspondiente al parpado inferior 
derecho éste habia sido rechazado fuerte- 
mente hacia abajo por una gran masa de 
conjuntiva que estaba totalmente fuera de 
lugar, deformada por el hinchamiento ex- 
agerado, roja y brillante. En el izquierdo 
habia ocurrido algo parecido aunque en 
menor grado. 
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Habia ademas sobre la superficies de la 
cornea y de la conjuntiva algunos depésitos 
de una substancia grasienta de color ama- 
rillo ligero que se producia en las glandulas 
del borde de los parpados. El] lagrimeo era 
constante y como se habia perdido com- 
pletamente el zurco formado por el fondo 
de saco conjuntival inferior que conduce la 
lagrima por medio del parpadeo que tam- 
bién faltaba, de la glandula hacia el saco, 
escurria libremente por el angulo externo 
de la comisura palpebral, obligando al su- 
jeto a estar limpiando constantemente 
pues se deslizaba de manera ininterrumpi- 
da sobre la mejilla. 

En el ojo izquierdo habia detalles iguales 
aunque de mucho menores proporciones 
como se ha dicho ya, lo cual no habia im- 
pedido sin embargo que comenzara tam- 
bién a desarrollarse el proceso de ulcera- 
cién de la corneapor falta de proteccién del 
parpado superior que comenzaba también 
a no aleanzar ya a cubrir convenientemente 
al ojo dada la propulsion que habia estable- 
cido el lagoftalmus. 

Octavo: En el aparato digestivo, an- 
orexia y aun se presentaban aun que no 
diariamente sino de manera esporadica, 
las diarreas antes a notadas. 

Noveno: La situacién desde el punto de 
vista psicol6gico se caracterizaba por un 
desasosiego e inquietud rayana en miedo, 
por momentos; esto fué precisamente lo 
que infujo a esperar tanto tiempo no ob- 
stante lo peligroso del estado de los ojos 
particularmente en lose tltimos meses 
fundandose ademas en la esperanza de ver 
mejorar el cuadro con el tratamiento por 
cortisona. 

Décimo: Insomnio. 

El] dia 7 de Febrero de 51 fué internado 
en el Hospital Francés comenzando por 
hacer un estudio de metabolismo cuya cifra 
hacia algunos meses no se conocia. En esta 
ocasion se obtuvo la de mas 39, no obstante 
haber estado sometido a un nuevo trata- 
miento de tiouracilo recientemente antes 
de la fecha indicada. 

Se impusieron las medidas de rigor por 
cuanto se refiere aislamiento y quietud y 
se comenzo a administrar liquido yodo-yo- 
durado de Lugol en cantidad de 15 gotas, 
tres veces en doce horas. 
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El dia de su internamiento illevaba un 
vendaje que sostenia un apdsito sobre el 
ojo derecho como medida restrictiva sobre 
el exoftalmus y con un topico para la 
ulcera de la cornea. Dicho aposito producia 
una irritacién en el ojo no obstante estar 
preparado convenientemente con el t6pico 
lubricante y protector, que mantenia en 
constante sufrimiento al paciente por lo 
que al dia siguiente fué retirado dejando el 
ojo a su suerte aunque la Ulcera progres- 
aba por sobre todas las precauciones de los 
oculistas, pero el surfrimiento era muy 
grande. 

El haber retirado el apdésito evitando la 
irritacion sobre el ojo, did lugar a que el 
sujeto comenzara a tener cierta tranquili- 
dad que le permiti6 conciliar el sueno por 
algunos ratos reparandose con esto de 
manera apreciable. 

Avanzando el tratamiento yodo-yodura- 
do se fué instalando una mejoria pro- 
gresiva que se ratificO a los quince dias 
por el resultado de un segundo metabolis- 
mo que de mas 39 inicialmente bajo a 
mas 20, El pulso de 150 descendié a 120 
mejorando ligeramente las condiciones de 
tensiOn sanguinea: 105 Max. 70 min. Una 
ligera deficiencia en el filtrado renal fué 
corregida con un diurético mercurial y el 
dia 22 del mes de Febrero se llev6 al paci- 
ente al anfiteatro de operaciones y con 
anestesia endotraqueal de ciccopropano in- 
ducida con pentotal se practicé la opera- 
cién de Naffziger empleando una via de 
acceso especial para cada orbita. Se hizo 
esto asi para procurar dar mayor espacio 
de desalojamiento a la grasa retroocular 
destruyendo con la gubia no solo la pared 
superior o techo de la orbita sino parte 
también de la pared externa. 

Los pasos en dicha operacién fueron ze 
guidos en la for ma que a continuaci6on se 
describe: 

Primero: Incision de piel partiendo de la 
apofisis orbitaria del malar hacia arriba, 
incurvandola en angulo recto hasta cuatro 
centimetros del punto de partida para diri- 
girla hacia atras paralelamente a la direc- 
cidn de la linea sagital alecanzando en el 
extremo opuesto una distancia de cinco 
centimetros de la porcidn—vertical primi- 
tiva. Esta incisién llegé hasta el hueso 
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dividiendo a su paso en el primer tramo 
vertical al temporal en su borde anterior 
en la direccién de sus fibras; en el segundo 
tramo horizontal alcanza a las Ultimas 
fibras de insercion y las cruza transver- 
salmente. 

Segundo: Con la legra se ha hecho un 
despegamiento del colgajoresultante dej- 
ando al desnudo la parte correspondiente 
del parie tal y del esfenoides y quedando 
dicno colgajo rechazado y separado fuerte- 
mente por un gancho separador auto- 
matico. 

Tercero: Agujero de trépano y a través 
de él ampliacién con la gubia que tiende 
a abrir la brecha lo mas bajo posible para 
caer al interior de la cavidad craneana en 
el sitio donde se reunen las paredes supe- 
rior y externa de la cavidad orbitaria. 

Cuarto: Con separadores rigidos levan- 
tamiento del lébulo frontal separando la 
meninge que lo envuelve, del techo orbit- 
ario. 

Quinto: Destrucci6n parcial de la pared 
externa y total de la superior de la érbita 
y puesta al descubierto del saco formado 
por el periosteo orbitario amarillento, 
fuerte, de forma de bolillo de tambor. 

Sexto: Incision en T de este periosteo 
pasando el brazo corto paralelamente al 
borde superior de la Orbita en la parte 
mas anterior de la pérdida del techo orbit- 
ario y el brazo largo, corre hacia atras 
sobre dicho saco hasta el anillo de Zinn. 

La sola apertura del saco da salida a la 
grasa retroocular que irrumpe del interior 
por su propia presién desplazandose hacia 
arriba, dentro de la cavidad craneana a 
través de la brecha osea abierta sobre el 
techo orbitario. 

Séptimo: Reposiciédn del colgajo de 
tejidos blandos y sutura por planos dej- 
ando la ventana osea sin reparaci6n pro- 
tésica para garantizar mas la descom- 
presion que pudiera verse comprometida 
por aumento fortuito de tensién cerebral 
la cual en todo caso tiene manera de de- 
salojamiento por dicha ventana. 

La reduccion del exoftalmus obtenida 
por la intervencion fié naturalmente in- 
mediata y con ello se logr6é que los par- 
pados superiores cubrieran en el lado 
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izquierdo todo el ojo incluso adosandose 
el borde del parpado superior, aunque 
fuese un poco inperfectamente por la 
hipertrofia de las glandulas del borde, con 
el inferior. En el ojo derecho se pudo 
cubrir completamente la cornea aunque 
qued6 fuera y esto aun hasta occo meses 
después, la conjunti va que en estado nor- 
mal formaba el fondo de saco inferior. 

La proteccién de los parpados sobre las 
corneas trajo la humidificacién a pesar 
de la gran pérdida de lagrima por falta 
de canal que la condujera normalmente 
como se ha dicho y la reparacién de las 
pérdidas por ulceracion de las corneas se 
produjo en doce dias completa para el ojo 
izquierdo y en veintiuno para el ojo de- 
recho. 

Durante la intervencién y posterior- 
mente se presentaron algunas particu- 
laridades que posiblemente tuvieran un 
interés en ser anotadas. 

Segun el registro del anestesista Dr. 
Reyes Retana el paciente llegé a la sala 
de operaciones con 120 pulsaciones por 
minuto. En la curba se aprecian algunas 
variaciones en el pulso relativamente a su 
frecuencia pero hay dos que por la rapi- 
dez conque se produjeron llamaron la aten- 
cién del anestesista y asi lo hizo notar en 
el mismo momento en que se produjeron. 
Una de estasvaria ciones consisti6 en que 
después de permanecer un poco por arriba 
de 100, se levant6 bruscamente hasta 120 
en donde se mantuvo unos instantes para 
descender de inmediato, violentamente 
hasta muy cerca de 100 otra vez y luego 
continuar descendiendo hasta 95. 

Esta primera variaciOn al subir y de- 
scender de inmediato la frecuencia del 
pulso coincidid justamente con la des- 
compresién de la grasa retroocular de la 
érbita derecha. 

Durante las maniobras de reposicion y 
sutura de planos de tejidos blandos con- 
tinu6é el descenso hasta llegar como se ha 
dicho hasta 95 para de ahi volver a ascen- 
der mientras se hacia el cambio de posicién 
para atacar el lado izquierdo alcanzando 
otra vez 120 pulsaciones por minuto 
cuando se iniciaron las maniobras sobre 
los elementos huesos para abrir la brecha 
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al interior de la cavidad craneana. 

La descompresién de la grasa de la 
érbita izquierda coincidié también exacta- 
mente con unbrusco descenso de la fre- 
cuencia del pulso que de 120 bajo a 105. 
Poco después, durante las maniobras de 
reposicién y sutura de planos de tejidos 
blandos continud undescenso ligero, para 
mostrar una elevacién durante el desper- 
tar y la desintubacion, que alcanz6 a 140, 
cosa que por otra parte ocurre habitual- 
mente para después descender notable- 
mente de manera que al llegar a su cama 
el paciente, tenia 84 pulsaciones por min- 
uto. Es de notar que ya para todos los dias 
posteriores se mantuvo constante esa fre- 
cuencia de manera que cuando se prac- 
ticd la segun da intervenci6én, catorce dias 
después, persistia, no aleanzando en todo 
el curso de la tiroidectomia a mas de 103. 

Ademas de haber obtenido una mejoria 
rapida y segura sobre la situaci6n que 
guardaban ambos ojos, la convalescencia 
de esta primera intervencién fué de lo 
mejor. E] paciente comenz6 a alimentarse 
convenientemente muy poco tiempo des- 
pués de operado; practicamente al dia sig- 
uiente tomaba ya alimentos en cantidad 
apreciable, solicitados por él] mismo. La re- 
cuperacién magnifica que este sujeto ex- 
perimento6 con la sola descompresion de los 
elementos anatémicos contenidos en la 
orbita, fué impresionante por da rapidez 
conque se obtuvo. A los doce dias se prac- 
tic6 otro metabolismo basal que di6é la 
cifra de mas nueve resolviéndose— prac- 
ticar la tiroidectomia el dia 7 de Marzo 
siguiente o sea 13 dias después de la 
primera intervencion. 

La segunda fué posible conducirla de 
una manera enteramente normal y omiti- 
endo las variaciones del pulso que hubo 
durante—las maniobras quirtrgicas, que 
en si mismas por cierto no presentaron 
nada de extrafo, lo que pudo observarse 
posteriormente fué una firme estabilidad 
que mantuvo desde ese momento hasta la 
fecha la frecuencia de 84 pulsaciones por 
minuto. La convalescencia no presentdé 
ningun detalle anormal y después de una 
recuperaciOn ampliamente  satisfactoria 
solo quedo un feo aspecto del ojo izquierdo 
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que aun conserv6é un grado importante de 
exoftalmus y lagoftalmus del derecho. 

Es muy aparente en efecto el edema del 
parpado superior en este lado que no ob- 
stante puede ya moverse sin esfuerzo para 
cubrir bien la cornea protegiéndola contra 
el peligro de la desecacién y dela destruc- 
cién ulcerativa. La reduccién se puede 
apreciar bien en el cambio de aspecto que 
la da la formacién de unpliegue por medio 
del cual el parpado tiene mayor amplitud 
de desplazamiento hacia abajo y hacia 
arriba. 

En el borde libre aun hay glandulas 
hipertroficas pero de menor volumen que 
el que tenian antes de la intervencion pri- 
mera. La conjuntiva del fondo de saco 
inferior habia perdido aquella turgencia 
exagerada para dar lugar a un aplana- 
miento en la parte central y ados pequenas 
bolsas hacia los angulos de lacomisura 
palpebral, flojas, casi colgantes. Tenian 
pequena tensién. La cornea se podia apre- 
ciar ya totalmente cicatrizada lisa bri- 
llante, y presentaba un leucoma de cicat- 
rizacién en la porcién que fué afectada 
por la pérdida. En el ojo izquierdo la 
cornea era normal lo que indicaba la dif- 
erencia de profundidad del proceso ulcer- 
ativo asi como su menor importancia com- 
parativamente con el ojo derecho. 

El lado izquierdo no obstante mantener 
aun muy hipertroficas las glandulas del 
borde del parpado superior no podria 
estar en mejores condiciones. 

Quedaba aun el lagrimeo muy acentuado 
del lado derecho; poco menor en el iz- 
auierdo. La lagrima escurria y se des- 
lizaba sobre la mejilla hacia abajo direc- 
tamente o hacia atras segtn la posicién 
de pié o acostado que el sujeto adoptaba. 

Es indudable la ventaja que desde los 
puntos de vista local de los ojos, de las 
funciones de los diferentes aparatos y sis- 
temas atacados por la intoxicacion tiroidea 
y del estado general del paciente, pudo 
obtenerse mediante la aplicacién de las 
diversas medidas terapéuticas que se em- 
plearon en este caso. Sin embargo queda 
un gran problema que aunque pueda redu- 
cirse a quedar como problema de estética, 
no deja por eso de presentar todo el aspecto 
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de una verdadera invalidez desde el punto 
de vista social. 

Es la fea apariencia de los ojos que no 
obstante el tiem po transcurrido persistia 
a grado tal que ciertamente, si se tie ne 
la seguridad de la buena conservaci6én 
de todos los elementos anatémicos conte- 
nidos dentro de la orbita, aun estaba muy 
lejos de poder ser considerada como nor- 
mal. 

En el ojo derecho esto ocab6 por obligar 
a hacer una reseccion de mucosa conjun- 
tival del fondo de saco inferior; se qui t6 
toda la porcién que hacia saliente hacia 
el exterior, dejando una linea de adosami- 
ento de los bordes de una herida trans- 
versal que estaperdiéndose a la vista detras 
del borde del parpado inferior correspon- 
diente. 

Algo menos como se ha dicho ya en 
todo el relato, ocurre en el ojo izquierdo 
en el que su parpado superior presenta 
sobre su borde glandulas extraordinaria- 
mente hipertroficas; el escurri miento de 
la lagrima es aun constante y todos estos 
son elementos que por si mismo consti- 
tuyen una invalidez. El sujeto debe sen- 
tirse incébmodo y molesto en cualquier 
reunion y lo que es mas habra de encon- 
trar graves obstaculos para ganarse la 
vida a menos de hacer actividades privadas 
lejos del trato con la sociedad en que vive 
cosa que hara dificil incuestionablemente 
su situaci6n. 

La persistencia del exoftalmus en los 
individuos tiroidectomizados, es grande. 
Para la condicion actual de los conoci- 
mientos sobre estas cuestiones no es ya 
de ninguna manera ignorado el mecanismo 
de tal estado por lo menos en sus aspectos 
fundamentales y para su esclarecimiento 
no cabe dudar que contribuy6 en manera 
cierta la identificacién de los mecanismos 
del enoftalmus, estado contrario al exof- 
talmus y el cual fué diescrito como ele- 
mento de un cuadro resultante de la paral- 
isis o inhibicién del simpatico cervical y 
particularmente del ganglio estrellado. 

Ese cuadro fué inicialmente constituido 
por el enoftalmus, miosis y estrechez de la 
hendedura palpebral; sindrome de Horner 
completado después por numerosos otros 
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detalles. E] exoftalmus por su parte re- 
sulta ser una manifestacion clinica de 
la irritaci6n del simpatico cervical lo cual 
se ha comprobado numerosas ocasiones 
en el hombre con la precisi6n de una expe- 
riencia de fisiologia. 

L. R. Miiller describe en su obra “Sis- 
tema nervioso simpatico” una experiencia 
de G. Fischer quien a los diez minutos 
deguillotinado un sujeto provoco por medio 
de la faradizacion del simpatico cervical 
midriasis, ampliacién de la hendedura 
palpebral q exoftalmus y lagrimeo. 

E] hecho de establecerse en el intoxicado 
tiroideo una hi persimpaticotonia general- 
izada da raz6n suficiente del mecanismo 
del exoftalmus que tiene como elementos 
productores inmediatos la contracci6n 
hipertonica del miusculo orbitario de 
Muller y la infiltraci6n edematosa de la 
grasa retroocular por trastornos de vaso- 
movilidad que darian lugar en ultimo tér- 
mino a la extravasaciOn de plasma san- 
guineo en cantidades anormales. 

Consecuentemente con estas considera- 
ciones y tomando en cuenta como primer 
elemento para la produccién del exoftal- 
mus la disfunci6én tiroidea, es légica por 
ser fisiol6gica la terapéutica que tiende a 
disminuir dicha intoxicacion se trate de 
medidas de orden médico o quirtrgico. 
Esta terapéutica esta en la actualidad muy 
bien arreglada como todos sabemos; sus 
resultados son en casi totalidad de casos, 
satisfactorios desde el punto de vista de 
la reintegracién a la normalidad de todas 
las funciones exageradas patol6gicamente 
por la tirotoxicosis. Todas sin excepcién 
en la mayor parte de los casos vuelven a 
sus condiciones habituales de equilibrio y 
regularidad menos el exoftalmus. 

Si en la forma de tratamiento seguida 
para este paciente se ha podido reducir 
dicho estado, no es posible decir que de 
alguna manera se hubiera ejercido alguna 
accién sobre los mecanismos esenciales de 
produccion. 

El pensamiento que sirve de base es 
elemental y de ninguna manera fisiolégico: 
tal pensamiento quedaria formulado di- 
ciendo: si uno o varios cuerpos estan 
sometidos a una presién exageradadentro 
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de una cavidad de paredes rigidas, quite- 
mos una de estas paredes ampliando asi 
la cavidad y los cuerpos en ella contenidos 
se desalojaran- con lo que bajara la ten- 
sién a la cual estaban sometidos. 

Esto es lo que se hace con la operacién 
de Naffziger—que indiscutiblemente es 
grande recurso para la conservacion delas 
estructuras anatémicas contenidas en la 
érbita incluso naturalmente el ojo cuya 
importancia no es para ser comentada. 
Pero realmente acci6én sobre el estado de 
contractura del musculo de Muller o sobre 
la infiltraci6n edematosa de la grasa retro- 
ocular, no habria mas que la de suprimir 
la causa y sin embargo hecho esto por los 
tratamientos sobre la tiroides aun per- 
sisten tanto uno como otro de estos fac- 
tores, en ocasiones muy frecuentes, iguales 
a como eran antes de suprimir dicha causa. 

Compréndese que este es el problema 
real para los casos d exoftalmus irreduc- 
tible o maligno o intratable como tambien 
se le ha llamado en los que no se logra 
como en los de exoftalmus comin la recu- 
peracién y la reintegracién completa del 
paciente a sus labores habituales por la 
persistencia de un cierto grado de pro- 
pulsioén ocular con todas sus implicaciones. 
Adamas es en numeorsos casos el Unico 
problema que queda después de una jor- 
nada que muchas veces fué pesada y 
fuerte. 

Hyman (An Integrated Practice of 
Medicine) aun aconseja al practico la ne- 
cesidad de advertir a su paciente de que 
cual quiera que pudiera ser el procedimien- 
to terapéutico a que se le someta, el ex- 
oftalmus se reducira poco o no se reducira 
e endica para los casos como el que ha sido 
objeto de estas lineas la cirurgia plastica 
u otros procedimientos “‘mas formidables” 
como él los califica entre los que se encon- 
traria la extirpacién del estrellado y la 
operacién de Naffziger no solo para dar 
salida a la grasa retroocular sino aun para 
quitar parte de ella. 

La importancia de situaciones como la 
que se ha presentado en este trabajo no 
deriva de la frecuencia conque los enfer- 
mos tiroideos son atacados de la variedad 
de exoftalmus estudiada aqui porque lo 
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cierto es que son excepcionales; sin em- 
bargo cuando se presentan se imponen 
con tremenda severidad aun sabiendo que 
puede echarse mano de algunas medidas 
que daran resultados mas o menos favor- 
ables. 

En una reimpresi6n de una conferencia 
de Lahey originalmen te aparecida en The 
New England Journal of Medicine, vol- 
umen 236, Num. 2 de Enero 9 de 947 este 
cirujano hizo referencia a esto mismo 
diciendo: 

“Siempre he tenido interés en presentar 
algunas de mis experiencias en relacién 
con el exoftalmus intratable estando se- 
guro de que excepcién hecha de un grupo 
de personas que tratanconstantemente en- 
fermos de tiroides, hay muchos hombres 
que pueden pasar toda su vida de médicos 
sin ver un solo caso. 

Sin embargo un dia puede llegar en que 
se presente un paciente con exoftalmus 
intratable y debe estarse advertido de que 
en breve tiempo sus ojos pueden perderse 
como ya se ha visto en ocasiones no raras.” 


SUMARIO 


Se trata de un caso de exoftalmus irre- 
ductible o -intratable como lo designa 
Lahey cuya aparici6n, con el caracter de 
intratable, fué aparentemente provocada 
por un traumatismo craneo-encefalico 
ligero. 

Se relata una serie de contingencias que 
revelan detalles insélitos de conducta pro- 
fesional como son el intento de reducir la 
saliente de mucosa conjuntival producido 
por la violencia de propulsién del ojo de- 
recho, mediante presiones hechas con un 
estilete; el total abandono del estudio del 
metabolismo basal en un paciente tiroideo; 
el empefio y el entusiasmo desenfrenado 
de prentender curar el exoftalmus y aun 
el hipertiroidismo con el empleo de corti- 
sona que fué aplicada aun subconjuntival. 

La. operacién de Naffziger en el caso, 
fué evidentemente salvadora de los ojos 
del paciente y dié lugar a una observacion 
importante en el sentido de que en el mo- 
mento de descomprimir el ojo derecho que 
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fué sobre el primero que se intervino, se 
produjo un descenso en la frecuencia del 
pulso que aunque no se sostuvo de mo- 
mento, se volviéd a producir cuando se 
descomprimi6 el] ojo izquierdo sostenien- 
dose entonces si una frecuencia de 84 pul- 
saciones por minuto contra 120 a que se 
habia logrado bajar con el tratamiento 
preoperatorio. 

Esto llam6 la atencién porque no obstante 
persistir el motivo de taquicardia después, 
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como antes de la operacién de Naffziger, 
sin embargo la sola descompresié6n de los 
ojos dié lugar a que el pulso bajara en 
frecuencia como se ha dicho y sostuviera la 
misma relaciOn hasta trece dias después 
en que se practicé la tiroidectomia la cual 
por su parte no influy6 ya nada en la 
dicha frecuencia quecon prequefas varia- 
ciones, en los momentos de la interven- 
cién sobre tiroides, se mantuvo firme hasta 
la fecha de escribir esta nota. 
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The first meeting of the French Chapter will be officially opened 


at 10:30 a.m., Tuesday, May 13, 1952, by Prof. Dr. Raymond Darget, 
President of the French Chapter, and Prof. Dr. Georges Portmann, 
Dean of the Faculty of Medicine, Bordeaux. ; 
The opening session will be immediately followed by a reception 
at the Hotel de Ville, given in honor of the visiting surgeons by M. 
Chaban Delmas, Deputy Mayor of Bordeaux. 
On May 13 and 14, Operative Clinics will be presented at Bordeaux 
Hospitals and Clinics: 
. Surgery of the Base of the Tongue—Prof. Georges Portmann 
. Malignant Tumors of the Bladder and Radium Therapy; Sur- 
gical Enervation of the Bladder—Prof. Dr. Raymond Darget 
. Vascular Surgery—Prof. Jean Massé 
. Cancer of the Esophagus, Esophagectomy and Esophagoplasty 
—Prof. Robert Dufour 
Neurosurgery and Bone Surgery—Prof. Dr. Louis Pouyanne 
. Gynecologic Operations—Prof. Dr. J. Magendie 
. Ophthalmic Surgery—Prof. Dr. Jean Beauvieux 
. Thoracic and Gastric Surgery—Dr. Georges Mare Dubourg 
. Radium Treatment in Cancer Surgery—Prof. Dr. Albert 
Lachapéle 
In addition to the open sections of the meeting, papers on the 
following special themes will be presented: 
1. Arterial Hypertension—Its Diagnosis and Treatment 
2. Surgical injury of the Ureter 
3. Laminectomy and Vertebral Grafts 
For complete information, please write to Prof. Dr. Raymond 
Darget, 17, rue Castéja, Bordeaux, France. 














Consideraciones Sobre la Cirugia de la Hiper- 
tension Arterial: Tecnica Operatoria 


PROF. DR. F. R. CORONIL, M.S.V.C., F.I.C.S., A.S.1.C. 
CARACAS, VENEZUELA 


periencias‘de mi vida ha sido la 

observacion de los pacientes op- 
erados por enfermedad cardiaca hiper- 
tensiva, con la simpatectomia lombodorsal 
de Smithwick.—Yo les aseguro que ésta 
no ha sido una ilusién é6ptica de mi parte, 
porque durante los veinte anos anteriores, 
he utilizado la terapéutica médica corri- 
ente del dia, con resultados despreciables, 
o a lo mejor paliativos, después que el 
estado de la enfermedad cardiaca o hiper- 
tensiva grave se ha desarrollado.”—James 
C. White, Profesor Asistente de la Uni- 
versidad de Harvard, en relato a la Acade- 
mia de Medicina de New York. 

La cirugia, como método terapéutico de 
la hipertension arterial, es una de las solu- 
ciones buscadas para resolver el grave 
problema del enfermo hipertenso.—La alta 
mortalidad y la extensa morbilidad del 
proceso patolégico, lo colocan en primer 
puesto como problema cientifico y humano. 
Tomando como base las estadisticas de los 
Estados Unidos de Norte America, encon- 
tramos que de quinientas mil defunciones 
anuales ocurridas como consecuencia del 
sindrome cardio-vasculo-renal, la mitad o 
las dos terceras partes pueden, o deben ser 
imputables al sindrome hipertensivo.—Es 
por consiguiente mas comtn y fatal que el 
cancer y la tuberculosis, en aquel pais. Las 
estadisticas realizadas por Keith, Wagener 
y Baker, en grupos de enfermos hiperten- 
sos, estudiados durante cuatro afios, nos 
revelan que la muerte ocurre durante estos 
cuatro anos, de acuerdo con los porcenta- 
jes siguientes: Grupo I, 30%; Grupo II, 
42%; Grupo III, 78%; Grupo IV, 98%. 

Las estadisticas de morbilidad durante 
el ano de 1.948, levantadas por la Metro- 
politan Life Insurance Company, revelan 
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que seiscientas mil personas de la pobla- 
cién de los Estados Unidos de Norte 
América, acusaban cifras anormalmente 
altas de presi6n arterial. 

La ineficacia de la terapia médica en el 
tratamiento de la hipertensi6n arterial, ha 
obligado a los investigadores a buscar 
otros caminos. El] uno, ahondar en el prob- 
lema etiopatogénico de la enfermedad; el 
otro, actuar sobre los sistemas u 6rganos 
que tienen una accién francamente mani- 
fiesta dentro del sindrome hipertensivo. 

Para lograr esto Ultimo, los procedi- 
mientos médicos han sido ineficaces y es 
por ésto que los fisidlogos, médicos y ciru- 
janos, han ideado diferentes procedimien- 
tos quirurgicos que pretende cada uno 
privilegio en el tratamiento quirtrgicos 
de la enfermedad. 

Las operaciones sobre el rifién, y las 
suprarrenales no serdn consideradas en 
este trabajo y solamente nos referiremos 
a la cirugia sobre el sistema nervioso sim- 
patico. 

La cirugia sobre simpatico para el tra- 
tamiento de las hipertensiOén arterial se 
inicia hace veinte y siete anos con los tra- 
bajos de Briining, Pende y Kraus quienes 
pretenden suprimir la supuesta vasocon- 
striccién arteriolar abdominal e inhibir la 
accién de las suprarrenales. Adson y 
Rowntree persiguen detener el proceso 
fatal de los hipertensos y esperaban que la 
simpatectomia produjera el descenso de la 
presi6n sanguinea al suprimir el tono vas- 
cular de la zona denervada, a la vez que 
creaba una area de menor resistencia para 
el torrente sanguineo, que serviria de 
valvula de seguridad para proteger los 
vasos capilares retinianos y cerebrales. 
Desde esa época hasta hoy, muchos y muy 
valiosos investigadores se han ocupado del 
problema: Pieri, Rossi, Peet, Craig, Grim- 
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son, Crile, Hinton, Poppen, Detakats, 
Brown, Fralick, Leriche y sus discipulos y 
tantos otros que se nos escapan, proponi- 
endo diversas soluciones, pero concordando 
definitivamente, en que lo tnico que 
quirirgicamente ha dado resultado en el 
tratamiento de la hipertensién es la resec- 
cién del simpatico toracolumbar en mayor 
o menor extensi6n. En vista de ésto y del 
fracaso de las otras intervenciones reali- 
zadas, las accion quirtrgica util debe ser 
dirigida sobre el sistema simpatico. El 
rifén y las suprarrenales que juegan in- 
dudablemente un papel importante en la 
génesis de la hipertensién, sin desestimar 
la posible acci6n de la hip6fisis, son motivo 
de investigaciones de fondo en el momento 
actual de la ciencia. Alli donde se encuen- 
tre la causa, se desviara la terapéutica. 
Pero hoy por hoy, solo se trata de romper 
el proceso fatal hipertensivo y sus con- 
secuencias. La accién sobre el sistema 
simpatico tiene el caracter de una tera- 
péutica sintomatica paliativa y por con- 
siguiente condenada a desaparecer en pre- 
sencia de mejores soluciones. Los datos 


estadisticos que nos dan las publicaciones 
de White y Smithwick y los de Peet, con- 
sideradas hoy como las mas completas, no 
solamente por el nimero de casos sino por 
el estudio continuado de los pacientes du- 
rante cinco y diez afos después de interve- 
nidos, revelan de manera evidente que 


aquellos hipertensos operados de_ los 
grupos 1 y 2 de la clasificacién de Keith, 
Wagener y Barker, obtenian buenos re- 
sultados con las resecciones simpaticas. 
Que en muchos de ellos el beneficio no era 
ostensible por medio de las cifras de la 
presion arterial, pero si era evidente la 
mejoria o desaparicién de los sintomas de 
hipertensi6n, mejorando notablemente sus 
condiciones de vida, regresando en muchos 
las lesiones oculares, y prolongando real- 
mente la vida, en comparaci6n con otros 
hipertensos no operados. Si esto ultimo no 
fuera cierto por lo dificil de establecer 
comparaciones, bastaria el hecho de la 
desaparicién de los sintomas y de las mo- 
lestias que hacen que la vida sea, cuando 
menos tolerable, para justificar y precon- 
izar la cirugia del simpatico en aquellos 
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hipertensos en quienes juzgamos deban 
beneficiarse de ella. 

El] resultado del tratamiento quirtrgico 
depende de la accién que pueda producir 
la denervacién simpatica sobre los vasos 
arteriales. Si el estado patolégico de éstos 
es irreversible, los resultados seran nulos 
y satisfactorios, si el estado de las lesiones 
arteriolares permite que se produzca la 
accion fisiol6gica de la denervacioén sim- 
patica. Es por estas razones que aquellos 
enfermos que padecen de _ hipertensi6én 
arterial con esclerosis difusa del sistema 
arterial no se benefician del tratamiento 
quirtrgico de la enfermedad. 

Existen una serie de “test” para llegar 
a conclusiones sobre el estado del sistema 
arterial y arteriolar del hipertenso y sus 
reacciones ante la acci6n del sistema nervi- 
oso simpatico. No los estudiaremos aqui. 
La clasificaci6n de Keith, Wagener y Bark- 
er es la que hemos adoptado para el estudio 
de nuestros casos. De acuerdo con los 
datos universales, los hipertensos de los 
grupo I y II son los que mas se han bene- 
ficiado del tratamiento, pero tenemos un 
buen numero del grupo III en los cuales 
su vida se ha hecho por lo menos tolerable 
durante algun tiempo. 

Para una mejor clasificacién de los re- 
sultados obtenidos con el tratamiento qui- 
rurgico adoptamos la siguiente: 

Fisiolégico: Cuando se obtiene descen- 
so de la cifra tensional y mejoria o desapa- 
ricién de los sintomas clinicos. 

Paliativos: Cuando la cifra tensional no 
se modifica pero se obtiene mejoria o desa- 
parici6n de los sintomas clinicos. 

Esplanicectomia supradiafragmdatica ex- 
trapleural. 

Operacion de Peet.—Peet en 1935 amplidé 
las antiguas operaciones de Pieri y Rossi, 
aconsejando la reseccién parcial de los 
esplacnicos y de las cadenas simpaticas, in- 
cluyendo el 10°, 11°, y 12° ganglios dorsa- 
les; esta intervenci6n era practicada rese- 
cando parcialmente la undécima costilla. 
Posteriormente las resecciones simpaticas 
las llevé hasta el sexto ganglio toracico y 
todo el esplacnico mayor y menor. 

Esplanicectomia subdiafragmdtica con 
reseccion de los ganglios 1° y 2° lumbar. 
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Operacion de Craig y Adson.—Empleada 
por segunda vez en 1932 por Craig, fue 
desarrollada especialmente por Adson y 
sus colaboradores de la Clinica Mayo a 
partir de 1.935. La operacién consiste en 
la resecci6n parcial por la via lumbar de 
ambos esplacnicos, reseccién parcial del 
ganglio celiaco y reseccién del 1° y 2° 
ganglios lumbares. La operaci6n se re- 
aliza en dos etapas, una para cada lado, 
con intervalo de diez dias entre una y otra. 

Reseccién del sintpdtico dorso-lumbar. 
Esplacnicectomia trasdiafragmdtica. Op- 
eracién de Smithwick.—Esta operacién 
consiste en la combinaci6n de las dos ante- 
riormente descritas, fué ideada y empe- 
zada a realizar por Smithwick en el afio de 
1940 y hoy dia se encuentra generalizada 
por las diferentes escuelas quirurgicas del 
mundo. La intervencién consiste en la 
reseccién de los esplacnicos junto con los 
cuatro ganglios toracicos inferiores y los 
dos primeros lumbares. Smithwick con- 
sidera que esta operacién, mas completa, 
ofrece mayores garantias de éxito para los 
enfermos. 
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Gangliectomia celiaca. Operacién de 
Crile (1937).—Crile aconseja para el tra- 
tamiento de la hipertensi6n arterial la ex- 
tirpacién del ganglio celiaco con seccién de 
los esplacnicos mayor y menor. Posterior- 
mente la asociaba en ocasiones a la dener- 
vaciOn o reseccién parcial de la supra- 
rrenal izquierda. 

Simpatectomia total. Operacién de 
Grimson (1940).—Este autor recomienda 
la extirpaciOn de toda la cadena toracica, 
llegando en ocasiones a extirpar hasta el 
1. y 2. ganglios lumbares. La operacién 
es hecha en varios tiempos. 

Grimson, Albing y Adams han observa- 
do que esta operacién es bien tolerada, es 
seguida de hipotensién y pérdida de la su- 
doraci6n, pero que no altera las funciones 
digestivas, respiratorias y urinarias. 

Simpatectomia dorso-lumbar total o sub- 
total, esplacnicectomia y celiectomia. Op- 
eracién de Poppen.—Este autor modifica 
la técnica de Grimson, haciendo la opera- 
cién en un solo tiempo, y con extirpacién 
sistematica desde el 4° toracico hasta el 1° 





VOL. XVII, NO. 4 


y 2° ganglios lumbares y exploracién del 
rinon. 

Simpatectomia dorso-lumbar y Espla- 
nicectomia transtordcica. Operacidn de 
Overholt.—Esta intervenci6n se realiza a 
traves de una toracotomia que reseca la 
sexta costilla y secciona el cuello de la 
quinta y septima costilla; se emplea a via 
transpleural y se utiliza la posicién de 
Overholt para cirugia del torax (dectbito 
ventral). 

Después de haber realizado y visto re- 
alizar casi todas las técnicas que hoy se 
preconizan para la resecci6n del simpatico 
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y de los esplacnicos en la hipertensién 
arterial, creemos que el procedimiento que 
hoy recomendamos cumple una serie de 
condiciones necesarias en esta cirugia. 
Apoyamos la opinién en el concepto de que 
todo hipertenso debe ser explorado fun- 
cional y anatomicamente de su rifién y 
de que las suprarrenales deben tambien ser 
exploradas. Por estas dos razones creemos 
que la operaci6n no debe ser limitada a la 
extirpacién del simpatico toracico sin 
abrir la celda renal. La operacién de 
Smithwick ofrece estas ventajas, y quiza 
por ello y por lo menos dificultoso de su 
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Fig. 2.—A, Hecha la incisién de piel y planos musculares. El extremo superior de la herida esta 
a nivel del septimo espacio intercostal y a 7 cm. por fuera de la linea espinosa. De alli la incisién 
se dirige hacia abajo, paralelamente a la linea espinosa hasta 2 cm. por debajo de la 12a. costilla, 
donde se incurva hacia adelante para terminar a cuatro centimetros por delante de la espina iliaca 
anterior y superior. Incindidos y separados los musculos, se pone de manifiesto el plano costal, 
los musculos de los canales vertebrales (1) que separados en su parte baja dejan a la vista el 
cuadrado de los lomos (2) y por delante la grasa perirenal a traves de la incisién hecha en los 
musculos anchos del abdoment. X, XI, y XII son las tres ultimas costillas. B, Reseccién subperiostica 
de las costillas lla. y 12a. 
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Fig. 3.—A, Muestra la pared tordcica despues de la reseccién costal, donde se aprecia el penultimo 

intercostal (1) y el ultimo (2) la pleura (3) y el diafragma (4). B, Separada la pleura (5) y los 

musculos de los canales vertebrales se diseca la cadena simpatica (1) y los esplacnicos mayor (3) y 
menor (2). Se vé ademas el diafragma (4) y un cuerpo vertebral (6). 


técnica, es la que mas se realiza hoy dia. 
Las variantes que proponemos hoy, reali- 
zadas con éxito en muchos casos, consisten 
fundamentalmente en lo siguiente: 

1. Posicién del enfermo en decubito la- 
tero-ventral (45°). 

2. Posicién del cirujano, frente al en- 
fermo. 

3. Reseccién completa de la onceava y 
doceava costilla. 

4. Incisién que se prolonga hacia abajo 
por delante de la e.i.a.s. 

5. No resecci6n del onceavo nervio in- 
tercostal. 

6. No secci6n del diafragma. 

7. Decapsulaci6n renal complementaria. 

8. Exploracién de las suprarrenales. 


t 


Los beneficios se ponen de manifiesto al 
realizar una operacié menos cruenta, mas 
completa y que llena las finalidades, de 
una extirpacién simpatica extrapleural, 
desde el 6° 6 7° ganglio hasta el 2° lumbar, 
con reseccién de los esplacnicos y con tra- 
tamiento util del rifién, ademas de los ha- 
llazgos que pudiera producir la explora- 
cién de las suprarrenales. 

Los puntos fundamentales de la técnica 
que hoy nos permitimos recomendar con- 
tiene elementos de juicio que hemos creido 
de importancia hacer notar, como conse- 
cuencia de la observacién de nuestros en- 
fermos operados por distintos procedi- 
mientos. 

La no reseccién del onceavo nervio inter- 
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costal tiene indudablemente ventajas desde 
el punto de vista del postoperatorio inme- 
diato y tardio, ya que procediendo de la 
manera que recOomendamos se evitan los 
neuromas cicatrizales dolorosos, no siem- 
pre evitables con las diversas técnicas de 
resecci6n. 

La extirpacién completa de la onceava y 
doceava costillas, permite un mejor campo 
operatorio, evita el postoperatorio doloroso 
provocado por los cabos seccionados y no 
dificulta en el futuro la estatica toracica. 

La conservacion intacta del diafragma 
evita las complicaciones de la posible de- 
hiscencia de la sutura muscular. 

La descapsulaci6én renal complementaria 
es un tiempo al cual le asignamos sigular 
importancia. El] sufrimiento del rifon es 





CORONIL: HIPERTENSION ARTERIAL 


la regla en los hipertensos. Su precoz o 
tardia participaci6n en el proceso hiperten- 
sivo es un hecho fatal; esperamos que fu- 
turas investigaciones nos permitan deter- 
minar en que momento la lesién funcional 
u organica del rinon entra a formar parte 
como causa 0 como consecuencia del proce- 
so hipertensivo. Nosotros hemos operado 
hipertensos, sin manifestaciones clinicas 
de hipertensi6n, que no fueran el cansancio 
ante el esfuerzo violento, y con lesiones 
oculares apenas sospechadas despues de 
examenes repetidos do fondo de ojo, con 
pruebas funcionales de rifon normales y 
todo un examen somatico y funcional nor- 
mal, en los cuales al explorar su celda 
renal, presentaron unos rifiones mas pe- 
quenos que lo normal, con lesiones de cor- 
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Fig. 4.—A, En le regién abdominal, separados los musculos parietales y el psoas, se diseca la cadena 
simpatica lumbar y se expone el L II. B, Este tiempo muestra el riién expuesto y la capsula renal 
disecada y abierta para la reseccion. 
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teza, pues esta era rugosa e intimamente 
adherida a la capsula perirrenal. Al 
desprender ésta, hubo sufusién sanguinea 
de toda la superficie. En nuestra opinién 
estas capsulas renales encarcelan al rifion 
cada vez mas y comprometen su funciona- 
miento. Por ello propugnamos la decap- 
sulacién como un tiempo complementario 
util en todos los hipertensos. Las adheren- 
cias que crea el rifion asi decapsulado se- 
rian mas bien, en contra de la opinién de 
algunos, ventajosas, debido a la neoforma- 
cién vascular al nivel de la superficie ex- 
terna de la corteza. 

La exploracién de las capsulas supra- 
rrenales es un tiempo indispensable. En 
todos nuestros enfermos practicamos una 
insuflacién perirrenal preoperatoria en 
busca de posibles tumores de estas glandu- 
las. Es cierto que la sintomatologia clinica 
de comienzo de los feocronocitomas es 
bastante caracterizada pero no lo es 
menos, el hecho de que pasado cierto 
tiempo la hipertensién en estos enfermos 
se hace permanente, interrumpida si, por 
crisis en hiper-dentro de su cuadro hiper- 
tensivo establecido. Es cierto que en nue- 
stros casos no hemos encontrado todavia 
ningun hallazgo por parte de estas glandu- 
las pero la investigaci6n de su estado ana- 
tomico en el curso de la intervencién, no 
complica esta y de mayor seguridad al 
paciente. 

Desde hace tres afios venimos realizando 
este procedimiento en la catedra de Clin- 
ica Quirurgica (1 ano) que dirge el profe- 
sor Miguel Pérez Carrefo, en nuestro 
Servicio del Hospital Bello y en los casos 
privados. La observacién que mas nos ha 
sorprendido es la tolerancia de los pacien- 
tes, el poco dolor durante el post-opera- 
torio y la posibilidad de un levantamiento 
precoz. Estos hechos contrastan grande- 
mente con el post-operatorio de los hiper- 
tensos operados anteriormente, en los cua- 
les el factor dolor e imposibilidad de movi- 
mientos, era la regla casi absoluta. 


RESUMEN 


Se hacen consideraciones estadisticas 
sobre el problema que significa la hiper- 
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tensi6n arterial cuya morbilidad y mortali- 
dad es mayor que la del cancer. Se hace 
un resumen histérico sobre la cirugia del 
sistema nerviso simpatico como tratamien- 
to de la hipertensién arterial y se reco- 
mienda una operaci6n que contiene modi- 
ficaciones de la técnica original de Smith- 
wick: 

1. Posicién del enfermo en decubito la- 
tero-ventral (45°). 

2. Posicién del cirujano frente al en- 
fermo. 

3. Reseccién completa de la onceava y 
doceava constillas. 

4. Incisién que se prolonga hacia abajo 
por delante de la e.i.a.s. 

5. No reseccién del onceavo nervio in- 
tercostal. 

6. No seccioén del diafragma. 

7. Decapsulacion renal complementaria. 

8. Exploraci6n del suprarrenales. 


SUMMARY 


The author explains certain aspects of 
the problem of arterial hypertension, the 
morbidity and mortality rates of which 
are higher than those of cancer. A his- 
torical resumé of surgical approaches to 
the sympathetic nervous system in the 
presence of hypertension and an operation 
is recommended in which modifications 
have been made in the original technic of 
Smithwick. 

The principal points to which attention 
is directed are as follows: 

1. Patient’s position: supine right or 
left lateral position. 

2. Surgeon’s position: facing the pati- 
ent. 

3. Complete resection of the eleventh 
and twelfth ribs. 

4. The incision is carried out down be- 
low, in front the anterior-superior spine. 

5. No resection of the eleventh inter- 
costal nerve is necessary. 

6. There is no necessity to split the dia- 
phragm. 

7. Complementary decapsulation of the 
kidneys is necessary. 

8. Exploration of the adrenal glands 
ends the operation. 
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RESUME 


On fait des considerations statistiques 
sur le probleme qui represente l’hiperten- 
sion arterielle dont la morbilité et la mor- 
talité est superieure a cella du cancer. 

On fait un resumé historique de la 
chirurgie du systeme nerveux sympathique 
comme traitment de l’hipertensi6n arteri- 
elle et on recommende une operation qui 
comporte des modifications a la thecnique 
originale de Smithwick. 

Les points les plus importants de la 
thecnique qu’on recommende sont les 
suivants: 

1. Position du malade en decubitus la- 
teroventral (45°). 

2. Position du chirugien vis a vis du 
malade. 

3. Resection complete de la llem. et 
12em. cote. 

4. Incision qui se prolonge en bas de- 
vant l’epine iliaque anterieure et super- 
eure. 

5. Non resection du 1lem. nerf inter- 
costal. 

6. Non section du diaphragme. 

7. Decapsulation renale complement- 
aire. 

8. Exploration des glandes surrenales. 


RIASSUNTO 


Si fanno considerazioni statistiche sul 
problema che significa la Ipertenzione 
Arteriosa, la cui morbilité e mortalita é 
maggiore di quella del cancro. Si fa un 
riassunto storico sulla chirurgia del Sis- 
tema Nervoso Simpatico come trattamento 
della Ipertenzione arteriosa, e si recco- 
manda una operazione che porta modifica- 
zioni alla tecnica originale di Smithwick. 

I punti pit importanti della tecnica che 
si raccomanda sono i seguenti: 

1. Posizione dell ’infermo in decubito 
latero-ventrale (45°). 

2. Posizione del Chirurgo di fronte all 
‘infermo. 

3. Resezione completa della undicesima 
e dodicesima costola. 
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4. Incisione che si prolunga verso il 
basso davanti alla spina iliaca antero- 


superiore. 
5. Non si reseca 1 ’undicesimo nervo in- 


tercostale. 
6. Non si seziona el diaframma. 
7. Decapsulazione renale complemen- 


taria. 
8. Esplorazione delle surrenali. 
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Una Nueva Patologia Funcional 


PROF. DR. MIGUEL LOPEZ ESNAURRIZAR, A.M.C., F.I.C.S. (HON.)* 
MEXICO D. F., MEXICO 


RINCIPALMENTE en la Academia 
Pixtesicana de Cirugia se han desarro- 
llado trabajos nacidos de experiencias 
clinicas interesantes que han podido con- 
ducirse con orden debido a la disciplina 
desarrollada en la Catedra de la Facultad 
de Medicina y con inspiracién en la 
Cirugia francesa moderna, constituyendo 
las tres, los factores principales del mérito 
que puedan atribuirsele a estos trabajos. 
Resena hist6rica.—Hasta el aio de 1920 
habia conocimiento entre los cirujanos de 
cierta y particular sensibilidad visceral— 
gue habia que tener en cuenta durante 
las operaciones abdominales, bajo pena 
de ver sobrevenir choque cuando habia 
descuidos; entonces Kappis, en 1923 dio 
a conocer la técnica de anestesia novo- 
cainica de los esplacnicos, que no llegé a 


usarse generalmente porque se consider6é 
preferible y mas eficaz esmerar los cuidad- 
os de manejo visceral. Varios cirujanos 
hicieron trabajos importantes para apli- 
caciones terapéuticas particularmente 
Laewn (1924), Mandl (1926), Doppler 


(1928-1929) ete. Como los_ resultados 
terapéuticos solian ser favorables pero 
fugaces se trato de hacerlos mas durade- 
ros siguiendo a la novocainizaci6n la alco- 
holizacién. El] problema que habia parecido 
insoluble era la frecuencia con la que el 
alcohol producia neuritis graves al grado 
que aun recientemente uno de los cirujanos 
mas entusiastas, el Dr. Mandl de Viena se 
vid obligado a abandonarlo (J. Internat. 
Surg. 13:566, 1950) “Aqueous Solution 
of Phenol as a Substitute for alcohol in 
Sympathetic Block”). 

Nosotros, como todos los cirujanos con- 
temporaneos teniamos alguna experiencia 
no siempre alentadora, hasta el 8 de fe- 
brero de 1941—cuando obtuvimos curacién 
extraordinaria de un enfermo muy grave 


*Professor de Clinica Quirurgica en la Facultad de 
Medicina de Mexico, D.F. Cirujano de la “Clinica Francia” 
e “Instituto de Patologia Funcional,’” Mexico, D. F. 
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por dolor y espasmo intra-abdominal (Sr. 
José Jiménez) al que habiamos llegado 
a practicar laparatomia exploradora y 
hecho ver por competentes especialistas ; 
el éxito nos alcar6 el diagndéstico, solaritis 
y nos abrié el camino para otros padeci- 
mientos dolorosos abdominales, obteniendo 
nuevos éxitos, hasta decidirnos el 17 de 
junio de 1944 en el Hospital Francés a 
hacer novococainizacién y alcoholizacién 
de los esplacnicos en un caso de carcinoma 
reincidente del est6mago, logrando trans- 
formar de inmediato sus condiciones 
desesperadas por el dolor y la intoxica- 
cién narcdtica y analgésica en las de apari- 
encia de salud y en conjunto las de resur- 
reccién. Con otros casos el 10 de octubre 
de 1944 presentamos a la—Academia 
nuestro primer trabajo “Algias abdomi- 
nales esplacnicas.”* * 

Aprovechando las nuevas observaciones 
como estudios fisiopatol6gicos, derivados 
de la paralizacién prolongada de_ los 
esplacnicos, pudimos descubrir impor- 
tantes caracteristicas clinicas del dolor 
asi como de otros fenédmenos simpaticos 
principalmente los espasmos patolégicos 
de la musculatura lisa, muchos de los 
cuales se conocian imperfectamente, 
especialmente los vasculares los que a su 
vez y con otros mecanismos simpaticos, 
producian distrofias. Con esto escribimos 
nuestro libro “Dolores Mortales’’® que apa- 
recid en 1947. Con mayores elementos 
y un método terapéutico presentamos por 
primera vez en la Academia de Cirugia 
de Paris (14 de abril de 1948) el trabajo 
“Método de recuperacion visceral” al que 
siguieron trabajos analogos en algunas de 
las principales sociedades de cirugia y 
universidades de Europa.” *!! A_ estos 
trabajos siguieron como esenciales los 
presentados al XIII Congreso Inter- 
nacional de Cirugia (Nueva Orleans, octu- 
bre de 1949), el “Método de recuperaci6n 
glandular” ante la Asociacién Médica 
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Franco-Mexicana!'’ (13 de julio de 1950) 
y la ponenecia oficial de la—Academia 
Mexicana de Cirugia ante la IX Asamblea 
Nacional de Cirujanos (24 de noviembre 
de 1950) con el titulo “Cirugia del dolor 
y fisiol6gica de la vida interna’”—Sim- 
patica visceral, endécrina y vascular.*° 
Ahora hacemos sinopsis de nuestro libro 
“Nueva Patologia Funcional’’.*! 

Consideraciones anatémicas fundamen- 
tales——No tratamos de hacer siquiera 
resumen anatédmico sino hacer hincapié 
sobre hechos que son de importancia y 
grande aplicacion clinica como tratare- 
mous de explicarlos después. 1. Hay ele- 
mentos celulares simpaticos completos en 
todo el organismo con centros mayores 
en el encéfalo, los esplacnicos y algunas 
eladulas endocrinas. 2. Inclusive el sistema 
nervioso de relacién tiene inervacion 
simpatica. 3. Las celdillas simpaticas 
suelen ser de gran longitud, algunas de 
50 centimetros. 4. Hay relacién muy 
estrecha y a veces identidad entre los 
nervios simpaticos y las glandulas de se- 
cresién interna (en la hip6fisis hay trans- 
formacién sin limite, y en las supra- 
rrenales parte importante es simpatica). 

Consideraciones fisiol6gicas fundamen- 
tales.—1. E] simpatico transmite la sensi- 
bilidad interna, visceral y vascular (y 
externa a través del nervio de relacioén 
ya que este tiene sensibilidad simpatica). 
2. Rige el tono de la musculatura lisa 
y su contraccién fisiolégica, con varios 
aspectos esenciales: (a) el tono vascular 
y en consecuencia el gasto circulatorio 
regional, (b) los movimientos de la mayor 
parte del tubo digestivo y de partes impor- 
tantes de otros aparatos que tienen muscu- 
latura lisa, (c) rige la actividad secretora 
de las glandulas endécrinas, con la influen- 
cia de factores psiquicos y mentales hor- 
monales (mentales a través del vago), (d) 
funciona en conexién muy estrecha con 
el psiquismo y parcialmente con la mente 
(pneumogastrico) y (e) su funcidn—suele 
ser extensa y aparentemente vaga o gene- 
ral dando la semejanza de un ser dentro- 
de otro ser. 

Patologia.—Pueden considerarse dos pa- 
decimientos primarios y opuestos, el de 
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irritacién o hiperfuncional, la simpatitis 
o esplacnitis y el debilitamiento o parali- 
sis, la simpatosis o esplacnosis, aquel 
hasta ahora mejor conocido. 

La simpatitis, término genérico se aplica 
a la irritacidn—generalizada (que puede 
incluir a la encefalica) y la esplacnitis, 
limitada a los esplacnicos o a parte de 
ellos y a territorios conexos. 

Los factores etiol6gicos mas impor- 
tantes y frecuentes son: (a) la sobrecarga 
funcional, en la que incluimos el dolor, 
(b) las emociones desagradables, especial- 
mente las intensas y prolongadas de miedo, 
enojo, dolor moral, etc. (c) los trauma- 
tismos internos y externos, especialmente 
los sufridos en regiones de mayor riqueza 
simpatica y los mas dolorosos. 

Sintomatologia.—Se manifiesta por una 
serie de sindromes que abarcan gran parte 
de la Patologia pudiendo predominar los— 
sensitivos (cdlicos, angor, dismenorrea), 
espasmddicos (arteritis espasmoddica, Ray- 
naud, Odditis, estrenimiento espasmddico) 
y en—periodos mas avanzados distréficos 
(aleeras gastro duodenales, colitis, en- 
darteritis obliterante cuando es fase ter- 
minal o anatomopatolégica de la enferme- 
dad de Burger), y en sindromes endocri- 
nos de deficiencia (artritis reumatoide, in- 
fantilismo endécrino, etc.). Hay veces que 
el dolor es abdominal, muy intenso y ha 
hecho que se hagan operaciones inttiles, 
o sucede a los microtraumatismos opera- 
torios, englobandose entonces bajo el 
titulo de recidivas o adherencias post- 
operatorias; cuando es en los miembros 
se han atribuido a trastornos de los nervios 
de relacién por lo que se fracasa en el 
tratamiento o no puede hacerse el ade- 
cuado. Es frecuente que se acompafie de 
algunos otros sintomas simpaticos como 
hiperhidrosis, piel ancerina y _ enfria- 
miento. 

Evolucién.—E]1 padecimiento tiene dos 
fases esenciales, la primera funcional que 
puede ser inaparente para el enfermo o 
con sintomas funcionales que pueden 
llegar a desaparecer y la segunda terminar 
en lesiones patolégicas las que hasta ahora 
han sido mas conocidas por los cirujanos; 
padecimientos espasmddicos como las 
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colitis espasmddicas o la arteritis espas- 
modica pueden desaparecer inmediata- 
mente con la terapéutica adecuada o per- 
sistir trastornos en esta Ultima cuando la 
disminuci6n prolongada de la corriente 
sanguinea produjo lesiones obliterantes, 
llegando entonces a la fase anatomo- 
patologica. 

El primer periodo, cuyo conocimiento 
es de importancia constituye la nueva 
Patologia Funcional. 

Evolucién.—La simpatitis tiene como 
razgo tipico desobedecer al reloj y al 
calendario, es decir aparecer instantdnea- 
mente, como cuando sucede a un trau- 
matismo intenso (aunque su manifesta- 
cién clinica pueda tomar 3 6 4 dias) o 
durar toda la vida, ya sea en forma oculta 
o con sindromes clinicos que empeoran 
o se anaden a otros nuevos. 

Tratamientos.—E]l primero que se ha 
conocido es el llamado bloqueo paraverte- 
bral, y que solo merecera seguirse lla- 
mando bloqueo cuando simplemente in- 
tercepte las vias sensitivas del dolor cuyo 
tipo es el cancer visceral. E] novocainico 
es de acciOn muy transitoria y el de novo- 
caina-etanol, prolongado. El que se llam6é 
genéricamente bloqueo es con frecuencia 
curativo de la irritaci6n por lo que hemos 
llamado esplacnoterapia en la que ademas 
de esas substancias conviene usar otras 
antineuriticas o estimulantes formando en 
su conjunto una farmacologia t6pica es- 
pecial. E] bloqueo prolongado puede utili- 
zarse para interrumpir el efecto patégeno 
del psiquismo sobre el esplacnico y secun- 
dariamente sobre los organos o glan- 
dulas, llamandose entonces_ inter-psico- 
fisiol6gico. Las vias de acceso mas usuales 
son la paravertebral con técnica per- 
feccionada, la prevertebral encontrada 
por nosotros, la de Cotte o por el fondo 
de saco de Douglas, la solar con técnica 
también de nosotros y sobre las raices 
raquideas (inclusive la peridural) y los 
plexos y sobre sitios de mayor riqueza 
simpatica.'® 1 

Las simpatosis y la esplacnosis—Serian 
el debilitamiento o paralizacién funcional 
simpatico generalizado o esplacnico. La 
existencia de estos padecimientos tiene 
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principalmente fundamentos tedricos y 
secundariamente clinicos, hasta ahora. 

La forma generalizada y aguda seria 
el choque. De este sindrome existen en 
la literatura moderna varias observaciones 
de curaciones rapidas por medio de in- 
filtraciones cervicales. 

Forma esplacnica generalizada, ciertos 
sindromes de hipotension, de insuficien- 
cias pluriglandulares, debilidad general y 
de senilidad prematura. 

Es probable existan esplacnosis locales 
o regionales; o carecen de sintomatologia 
o la tienen solapada o se hacen patentes 
cuando esta limitada a una gladula en- 
décrina (ejem. paratiroides). 

Algunos comentarios—Hay que hacer 
notar la unidad endoneurécrina en la que 
el factor simpatico es el factor manejable 
o rienda que rige el sistema endoécrino del 
que también recibe reciproca influencia; 
la teoria de las enfermedades por adap- 
tacién es el aspecto endocrino; el sim- 
patico (de importancia entrevista por 
Selye) la desarrollamos como doctrina que 
tiene diaria demostraci6n y eficacia clinica. 

El bloqueo prolongado, la esplacnote- 
rapia y la simpaticoterapia t6picas deeran 
hacerse con las técnicas perfeccionadas 
que recomendamos o hemos desarrollado, 
con guia radiografica y ejecutada por 
cirujanos o médicos adiestrados en la 
anatomia viva y en la técnica y que retinen 
cualidades de temperamento  quirtr- 
gico.'® 21 
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Disostosis Craneofacial o Sindrome de Crouzon 


PROF. DR. ENRIQUE ST. LOUP B., F.A.CS., F.I.C.S. 
LA PAZ, BOLIVIA 


debidas a causas constitucionales, 

como las que acompafian a la acon- 
droplasia, la leontiasis 6sea o el mongo- 
lismo, se halla una caracterizada por un 
desarrollo muy alto del craneo que afecta 
la forma de torre, de cono, de huevo o de 
nave (turricefalia, trigonocefalia, ovoce- 
falia o escafocefalia) y que se acompana 
de exoftalmia con estrabismo divergente, 
prognatismo de la mandibula inferior y 
nariz en forma de pico de loro. 

Asi caracterizada esta enfermedad, fué 
descrita por crouzon en 1912, denominan- 
dola diséstosis craneofacial hereditaria, 
por haberla encontrado probablemente 
entre consanguineos. A los signos ocul- 
ares, suele agregarse nistagmus y aun 
edema o atrofia de la papila. La deforma- 
cién exterior de la nariz, puede ir acom- 
pahada de transtornos de la_ olfacion, 
desde la simple disminucién de la agu- 
deza olfativa, hasta la completa anosmia. 
Es posible su asociacién a otras anoma- 
lias esqueléticas y, segin Marandén* “a 
estados policitémicos o a la anemia hemo- 
litica, talvez por compromiso del centro 
hemato-poyético del hipotalamo.”’ Cuando 
hay hiperéstosis endocraneales muy acen- 
tuadas, puede presentarse cefalea y aun 
estados convulsivos. En cuanto a la esfera 
psiquica suelen haber perturbaciones 0, 
cuando menos, deficiencia mental. Posible 
es también que haya asociacio6n con tras- 
tornos endocrinos, hipofisarios e hipo- 
tolamicos. 

Naturalmente estas y otras anomalias 
pueden presentarse juntas, como expresi- 
ones de otras tantas malaformaciones 
congénitas; pero los signos que caracteri- 
zan al sindrome de que se trata, son la 
deformacion craneana; los trastornos ocu- 


F- ext las deformaciones craneales 


*G. Maran6n. Manual de Diagnéstico Etiolégico. Espasa- 
Calpe S.A. Madrid, 1950. 
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lares (exoftalmia, estrabismo) y las mal- 
formaciones faciales. 

Un ejemplo de ello es el caso que mot va 
esta comunicacion. 

N. P.; 19 afios; del Beni, la regidén 
tropical y baja de Bolivia. Desde los dos 
anos de edad, advirtiéronle una notoria 
prominencia en la regién superior y ante- 
rior de la cabeza, y algo de propulsién de 
los ojos. En los padres, tios y hermanos, 
ninguna malformaci6én. Menarquia a los 
13 afios; menstruaci6n: tipo 3/28. Dice 
que sufria de cefalalgias y estado nause- 
oso, aunque no constantemente. 

Examen.—Llama la atencion desde luego, 
la cabeza elevada en forma ovoide (Fig. 
1), pues que en la region anterosuperior 
existe una prominencia considerable. Hay 
exoftalmia con estrabismo divergente 
aunque no muy acentuado. La propulsién 
de los globos oculares no va agregada de 
ninguno de los signos de hipertonia pal- 
pebral que acompafian al exoftalmos del 
bocio. La nariz, con su porcién cartilagi- 
nosa mayor que normalmente, mas que 
aguilena esta incurvada en forma de pico 
de loro y parece ir al encuentro del labio 
inferior, cercano, tanto por el poco desa- 
rrollo del maxilar superior, cuanto por 
el prognatismo de la mandibula inferior. 
Abierta la boca, aparece la béveda pala- 
tina ojival; muy irregular implantacién 
de los dientes superiores, con duplicidad 
de algunas piezas. Al examen rinoscépico, 
el tabique se muestra desviado en ambas 
fosas nasales formando una § italica; 
mucosas palidas y cornetes algo hipertré- 
ficos; olfacidn: hiposmia. Faringe roja y 
descamada, atestiguando el predominio de 
la respiracién bucal. El] examen oftalmo- 
scdpico revela normalidad en el fonde de 
0jo; capmo visual ligeramente estrechado; 
agudeza visual :0,10. 

Por lo demas, pulso de 95 a 100, manos 
humedas y frias; pies cuadrados con iso- 
dactilia. Franca deficiencia de la mentali- 
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Fig. 1.—Notese le preminencia del craneo, la exoftalmia con 
estrabismo divergente, la nariz en pico de loro y el prognatismo. 


dad; lectura vacilante. tisima en los habitantes de las zonas bajas 

En los examenes de laboratorio, lo tinico y tropicales del pais. Serologia, negativa. 
mencionable result6 una ligera eosinofilia Liquido céfalo raquideo, normal. Era mas 
de 5% y en las heces fecales, presencia bien el exA4men radiolégico el que suminis- 
de ascaris y tricocéfalos, cosa frecuen- traba informaciones de interés (Fig. 2). 


d 








Fig. 2.—Craneo ovocefalico sembrado de impresiones digitales; distrofia dental y reclusién en el 
alvéolo de algunos dientes. 
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Se hace ostensible, ante todo, la forma 
elevada del craéneo que en vez de turrice- 
facelico en mas bien ovocefalico; hay 
un sembrado general de impresiones digi- 
tales dibujando la red de tejido 6seo rela- 
tivamente mas denso, que las delimita; 
se ve la silla turca sin alteraciones osten- 
sibles. Claramente manifiesta aparece la 
distrofia dental; hay exagerada proyeccion 
hacia adelante de los dientes, algunos de 
los cuales no han hecho erupci6n por su 
oblicua posicion dentro del alvéolo. 

De lo expuesto se deduce que se trata 
de un caso de sindrome de Crouzon en el 
queante todo y hasta donde ha sido posible 
indagar, no se encontré que fuera heredi- 
tario. La deformacién del craneo ha 
debido producirse a expensas de un adelga- 
zamiento lacunar, demostrado por las in- 
numerables impresiones digitales delimi- 
tadas por la red de tejido 6seo denso. 
Empero, ningtin orificio craneal se ha 
visto invadido por proceso hiperostésico. 
No ha sido afectado el nervio 6ptico. 

En el macizo facial se acusa la brevedad 
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del maxilar superior con su bdéveda pala- 
tina ojival, y el prognatismo del inferior; 
luego la distrofia dental debida a falta 
de erupcién de algunos dientes por la 
desarmonia en la conformacién del max- 
ilar, y, pod ultimo, la deformacion de la 
nariz con la semi-obstruccién de las fosas 
que crea una dificultad respiratoria. 

La mentalidad sin duda ha sido afec- 
tada. Desde luego hay retardo, ya que la 
paciente aprendio a leer cerca de los 9 
anos, su lectura ahora mismo es vacilante, 
y en todo su psiquismo se revela déficit. © 

Completan el cuadro algunos signos, 
como la isodactilia y forma de los piés, y 
otros que, aunque solo esbozados, revelan 
otras distrofias consecutivas 0 concomitan- 
tes con lingeros trastornos endocrinos. 

Como se vé, este caso contribuye a de- 
mostrar que las distrofias pueden presen- 
tarse asociadas en varias suertes de com- 
binaciones, y que s6élo el predominio de 
algunas de ellas permite individualizar 
ciertos tipos que se describen como sin- 
dromes, tal como este de Crouzon. 





LA PRESSE MEDICALE 


La Grand Journal Francais de Chirurgie et de Medicine parait chaque 


semaine, et donne toutes les informations scientifiques et professionelles 


ABONNEMENT 
$11.00 par an. 


Priére d’envoyer directement le montant de l’abonnement a: 


LA PRESSE MEDICALE, Masson et Cie, éditeurs 


120 Boulevard St. Germain 


Paris VI, Franee 





Blood Cyst in a Wandering Spleen 
Report of a Case 


MARCILIO DIAS FERRAZ, M.D., F.I.C.S.* 
JORGE MICHALANY, M.D., A.I.C.S.** 
SYLVIO CORREA DA SILVA, M.D.*** 
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ANDERING and splenic cysts are 

WV two uncommon diseases of prob- 

lematic clinical diagnosis. Wander- 
ing spleen, because of its abnormal situa- 
tion, can be mistaken for other organs or 
may simulate nonexistent tumors of other 
regions. Splenic cysts, on the other hand, 
are generally discovered unexpectedly at 
operation or necropsy, and except in the 
cases in which they attain abnormal size 
they cannot be noticed on physical exami- 
nation. 

The pathologic nature of a blood cyst 
is, in some instances, very difficult to es- 
tablish. A blood cyst can be mistaken for 
a neoplasm of vascular origin in which 
cystic dilatation is extreme, or it can be 
confused with cysts or tumors of other 
kinds having hemorrhagic processes. 

We wish to report a case of blood cyst 
in a wandering spleen which, as far as 
we have been able to determine, seems to 
represent a very rare association. In view 
of the fact that wandering spleen is most 
common in adult women, its presence in 
a boy of 11 years of age makes it even 
more unusual. 


REPORT OF CASE 


Clinical History.—N.S.C., an 11-year-old 
white boy, was brought to one of us (M. Dias 
Ferraz) on Dec. 26, 1949, complaining of an 
abdominal tumor, gastric pains and loss of 
appetite. 

According to his mother, a tumor resem- 
bling a ball had appeared on the left upper 
part of the abdomen, near the umbilicus, when 
the child was 4 or 5 years of age. The tumor 
appeared and disappeared spontaneously with- 
out causing any symptoms. No increase in 

From the Hospital of Santa Casa de Santos. 

*Chief Surgeon of the Second Surgical Ward. 

** Pathologist. 
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its size was noticed during two or three years. 
Only after this interval, in 1947, did the 
patient feel gastric discomfort after meals. 
This symptom was sporadic; there were peri- 
ods of approximately one month during which 
the patient did not feel anything abnormal. 
From this year onward the tumor was always 
visible in the umbilical region. In April 1949 
it increased rapidly in size; the patient lost 
much of his appetite and felt gastric pains dur- 
ing physical exercise (soccer). All these symp- 
toms were present on the day of consultation. 
Neither nausea nor vomiting had occurred. 

The patient’s past diseases had nothing to 
do with his present condition. Nothing other 
than the aforementioned symptoms was re- 
vealed on questioning. 

General Examination—On general exami- 
nation the patient was found to be pale, with 
scant adipose tissue and discolored mucous 
membranes. The pulse, temperature and 
blood pressure were normal, and the boy 
weighed 32 Kg. The head, thorax and limbs 
revealed no abnormality. 

Abdomen: Examination with the patient 
lying down showed that the abdomen had an 
infra-umbilical mass resembling that observed 
in a thin woman three or four months preg- 
nant (Fig. 1). There was no collateral circu- 
lation, operative scar or any other marked 
sign. The abdominal expansion on breathing 
was normal. Palpation revealed that the mass 
was, in effect, a rounded tumor measuring 
about 15 cm. in its greatest diameter. It had a 
smooth surface, and it was apparently cystic. 
The tumor could be easily moved vertically 
from the infra-umbilical region to the epi- 
gastrium or vice versa without causing pain, 
but it was more difficult to move horizontally, 
owing to its size. The stomach, liver, spleen 
and kidneys were not palpable. Percussion 
revealed a tympanitic sound over the sur- 
rounding area. Percussion of the liver re- 
vealed no abnormality, and no dull sound was 
observed in the left hypochondrial region. 

Laboratory Data.—The blood cell count 
and urinalysis gave normal results. 
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Roentgen Examination. — Roentgenograms 
of the colon showed a radiotransparent tumor 
compressing the descending colon laterally and 
pushing the small intestine upward and back- 
ward. ; 

Preoperative Diagnosis.—The tumor was 
diagnosed as a cyst of the great omentum. 

Operation.—With the patient under gen- 
eral cyclopropane-ether anesthesia, the abdo- 
men was opened by a median suprainfra- 
umbilical incision. The peritoneum was 
opened, and a pearl-colored tumor appeared 
on the field. Further exploration revealed that 
this color was that of only a part of the tu- 
mor; most of it was violet. There were no 
adhesions. The tumor had a long vascular 
pedicle which permitted its complete ex- 
posure when the incision was_ increased. 


Further verification made after this maneuver 
showed that it was an enlarged spleen, with 
almost total disappearance of its borders and 
the gastric surface. The hilar aspect was 
turned around backward. The intestinal loops 
were pushed toward the pelvis, and the splenic 
region was vacant. The long pedicle easily 


Fig. 1.—Abdominal enlargement before operation. 
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Fig. 2.—Photograph of spleen taken during op- 
eration to show its long vascular pedicle. 


permitted separate ligating of the vessels 
(Fig. 2). After splenectomy, the wound was 
closed layer by layer. 

Postoperative Course. — The postoperative 
course was normal, and the patient was dis- 
charged eight days after the operation. Ten 
days after leaving the hospital he had an 
attack of fever and vomiting. Physical exami- 
nation did not reveal any relation between 
this attack and the surgical operation. Some 
days later a diagnosis of mononucleosis was 
made, and the boy was cured of it in a short 
time, after which he did well and gained in 
weight. 

Pathologic Report (J. Michalany).—The 
specimen consisted of a spleen measuring 29 
by 15 by 11 cm. and weighed 1,600 Gm. The 
normal anatomic shape was modified, owing 
to the fact that the lower pole and the greai- 
est part of the anterior and posterior borders 
were made round. The external surface was 
violet and showed hard, white circumscribed 
areas measuring 9 by 8.5 and 9 by 5 em. 
respectively (Fig. 3.) The upper pole had the 
normal consistency of the spleen; the rest 
appeared to be cystic. When the specimen was 
opened, an enormous cavity filled with 1,200 
ce. of chocolate-like liquid was observed. The 
cavity corresponded approximately to four- 
fifths of the total volume of the spleen. The 
external surface was represented by the 
smooth hyalinized splenic capsule; the inter- 
nal surface was made up of crossing hya- 
linized trabeculae (Fig. 4). The inner sur- 
face of the circumscribed capsular areas was 
ulcerated and yellow. There were several 
small intercommunicating cavities just be- 
neath the still preserved areas of splenic 
tissue. This tissue showed a decrease of the 
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Fig. 3—External appearance of spleen, showing 
white areas of perisplenitis. 


white pulp, and no rigid limits were dis- 
cernible between it and the cavities. 
Microscopic examination of the liquid re- 
vealed red blood cells, free cholesterol salts 
and foamy cells which gave a positive fatty 
reaction. Sections of the splenic tissue showed 
some lymphatic nodules and almost total dis- 
appearance of the red pulp, due to the ex- 
treme dilatation of the venous sinuses. Its 
cells were flattened and similar to the com- 
mon vascular endothelial lining. The small 
cystic cavities were made of trabeculae 
covered by flat endothelial cells (Fig. 5). Sec- 
tions of the capsule showed hyalinized col- 
lagenous fibers with several clefts among 
them. They were encrusted with iron-contain- 
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BLOOD CYST IN WANDERING SPLEEN 
ing pigment as shown by the prussian blue 
reaction. Some calcium was also present. 

Diagnosis.—-The pathologic diagnosis was 
blood cyst (false type) of the spleen. 


COMMENT 


Wandering Spleen—Wandering spleen 
is an uncommon condition occurring most 
frequently in women! and rarely in in- 
fants. It may be congenital or acquired. 
The acquired nature is based on the high 
incidence in multiparae, but probably a 
congenital disturbance of peritoneal devel- 
opment is the direct cause, relaxation of 
the abdominal wall being the coadjuvant 
factor. Goinard* expressed the opinion 
that the enlargement of the spleen is re- 
sponsible for its dislocation; this does 
not seem to hold true in all cases; e.g., in 
the presence of such conditions as leu- 
kemia, Banti’s syndrome or Gaucher’s dis- 
ease, in which the spleen attains an enor- 
mous size, no dislocation is present.’ It 
seems more plausible to admit that splen- 
optosis is primary, and that the increase 
in the size of the spleen is consequent to 
the venous congestion produced by angu- 
lation of the vascular pedicle. 

A wandering spleen may be observed 
in any part of the abdomen, and it can 


Fig. 4.—Internal appearance of spleen. 
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dilation of venous sinuses. 
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impregnation.) 


be mistaken for other organs or nonexist- 
ent tumors. There are, as a rule, no 
symptoms, but in some cases gastric dis- 
comfort may be felt. Symptoms of acute 
disease of the abdomen can appear when 
the pedicle is twisted.* Pires’ reported a 
case in which a wandering spleen caused 
symptoms suggesting a right twisted 
ovary cyst. Intestinal obstruction was 
noted in 1 case reported by Salvin,® in 
which the spleen was compressing the 
sigmoid. 

The diagnosis of wandering spleen is 
made mainly by physical and roentgen 
examination. In spite of the enlargement 
of the organ in this condition, the anterior 
border can be recognized on palpation, 
for in general there is no change in its 
shape. If the mass is pushed to the left 
hypochondrial region, one may suspect a 
misplaced spleen. On percussion the mass 
gives a dull sound. When these positive 
signs are absent the diagnosis is difficult, 
and one must look for the negative signs: 
absence of dull sound, and disappearance 
of the roentgenographic shadow of the 
spleen in the left hypochondrial region. 
The first negative sign is of relative value, 
and roentgenograms including the pneu- 
moperitoneum must be taken.’ In our opin- 
ion pneumoperitoneum is of great value, 
for in several cases of perforated gastro- 
duodenal ulcers we saw the clear shadow 
of the spleen in its normal position. 
Hepatosplenographic study with thorium 


t 


salts’ may be helpful, but its innocuous- 
ness has not yet been proved. 

Splenic Cysts—Nonparasitic cysts of 
the spleen are rare, and, as Tamaki’ 
stated, only 168 cases were reported up 
to 1948. As far as we could find out, the 
only Brazilian case was that reported by 
Paulino Filho,’® in which a blood cyst in 
a normally situated spleen was diagnosed 
clinically. 

The pathogenesis of splenic cysts has 
been the cause of theoretic speculation, 
as is shown by the several classifications 
of these cysts in the literature. Fowler" 
divided them into true or primary cysts 
and into false or secondary cysts; these 
are subdivided into several types. The 
main difference between them is the pres- 
ence or absence of a proper cellular lin- 
ing. 

The pathologic diagnosis of a cyst can 
be based on the nature of the liquid con- 
tent: serous or hemorrhagic. This crite- 
rion, however, is not definitive, especially 
in an organ with such a rich blood supply 
as the spleen, in which any accident may 
cause hemorrhage. 

A blood cyst of the spleen may be 
caused by: (a) hemorrhage in a non- 
hematic cyst; (b) liquefaction of hemor- 
rhagic or necrotic areas, or (c) progres- 
sive dilatation of a hemangioma. 

Excluding the parasitic cysts and poly- 
cystic disease of the spleen, the non- 
hematic cysts comprise the cystic lym- 
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phangioma and the epidermoid and mes- 
othelial cysts. If the content of one of 
these cysts is sanguineous, it is very diffi- 
cult to establish the nature of the cellular 
lining (endothelial or mesothelial). Even 
with the epidermoid type the diagnosis 
can be made only when there is no ex- 
treme flattening of the epithelium pro- 
duced by distention of the walls. 

The cysts caused by liquefaction of 
hemorrhagic or necrotic areas are false 
or secondary cysts and are produced by 
trauma, torsion of the pedicle or anemic 
infarcts developed during infectious dis- 
eases. Dobrazaniecki!? reported a case in 
which several infarcts produced a mul- 
tilocular cyst. 

Finally, any hemangioma with progres- 
sive dilatation of its walls can be mis- 
taken for a blood cyst, and Willis!® ex- 
pressed the opinion that in the majority 
of cases the condition originates in this 
manner. The diagnosis of a vascular tu- 
mor such as the hemangioma depends on 
the presence of true neoplastic tissue, be- 
cause the endothelial lining of a dilated 
splenic venous sinus can be mistaken for 
the cellular lining of the tumor. The pres- 
ence of this true neoplastic vascular tissue 
has been emphasized by Akcakoyunlu' 
and by Pines and Rabinovitch." 

In general, cysts of the spleen are 
asymptomatic. Only when they reach an 
abnormal size do they cause signs of com- 
pression. 

The clinical diagnosis can be made if, 
in a normally situated enlarged spleen, it 
is possible to palpate on the lower pole 
a tumor resembling a cyst. Laboratory 
data are of great value in differential 
diagnosis with leukemia and _ schistoso- 
mosis; skin tests are helpful when a 
hydatid cyst is present. Roentgenograms 
are of relative value, but the pneumoper- 


itoneum may show the shadow of the cyst. ' 


There is a typical annular shadow when 
the cyst is calcified.” 


COMMENT ON THE CASE REPORTED 


Association of a cyst with a wandering 
spleen seems to be very rare. As far as 
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we could determine, only 3 cases have 
been reported in literature. The first 2 
cases were reported in 1945 by Rodriguez 
de Ledesma (Serohematic Cyst in Ectopic 
Spleen: Two Cases, Rev. espan. cir. 1: 
327-330), but unfortunately we were un- 
able to consult his paper. The third case 
was that reported by Dowidar’ and was 
that of a 5l-year-old woman suffering 
from Egyptian splenomegaly, the wander- 
ing spleen being complicated by a trau- 
matic subcapsular cyst. The correct diag- 
nosis was made clinically. 

In our case the splenoptosis might have 
been suspected had we paid more attention 
to the mobility of the tumor and its 
progression from the epigastrium to the 
infra-umbilical region. The rounded shape 
of the tumor excluded a priori a wander- 
ing spleen, and the roentgen films were 
insufficient to establish the correct diag- 
nosis, which accounts for the fact that 
a cyst of the mesenterium or of the great 
omentum was suspected. Mesenteric cyst 
was later excluded because intestinal dis- 
turbances should be present due to the 
large size of the tumor. We believe that 
pneumoperitoneum would have been very 
helpful in this case. 

The sex of the patient and his early 
age offer the best proof of the congenital 
nature of his wandering spleen, but it is 
rather difficult to establish the patho- 
genesis of the cyst. There were no his- 
tologic elements that suggested the ex- 
istence of a prior nonhematic true cyst 
or a cystic hemangioma. Even in the pa- 
tient’s history and clinical examination, 
no trauma or cardiac lesion that could be 
responsible for liquefied hematomas or 
infarcts was observed. In our opinion, 
the most plausible pathogenic hypothesis 
is that of chronic venous congestion sec- 
ondary to the splenoptosis. A sort of 
vicious circle existed in this spleen; the 
venous congestion increased the weight of 
the organ and consequently the degree of 
ptosis, and vice versa. The congestion had 
probably produced hematomas or hemor- 
rhagic infarcts with secondary liquefac- 
tion, which anatomic changes were repre- 
sented by the main cavity and the areas 
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of periesplenitis. The continuous pressure 
inside the cavity was responsible for the 
atrophy of the splenic parenchyma as 
shown by the small cystlike intercom- 
municating cavities observed. 


SUMMARY 


The unusual case of an 11-year-old boy 
is reported, in which a blood cyst de- 
veloped in a wandering spleen. 

The diagnosis was made during opera- 
tion. Splenectomy was performed. 

A brief exposition of the pathogenesis 
and clinical diagnosis of wandering spleen 
and splenic cysts is presented, and the 
difficulties associated with pathologic diag- 
nosis of blood cysts in the spleen are em- 
phasized. 

In this case the wandering spleen was 
congenital. The blood cyst was considered 
a false cyst, secondary to the splenoptosis. 


RESUME 


Un cas inusité d’un kyste hématique 
développé dans une rate vagabonde d’un- 
garcon de 11 ans est rapporté. Le diag- 
nostic fut fait pendant l’intervention: la 
splénectomie. Lauteur ensuite résume 
briévement la pathogénie et le diagnostic 
clinique de la rate mobile et des kystes 
spléniques; il insiste aussi sur les dif- 
ficultés du diagnostic clinque des kystes 
hématiques de la rate. Dans le cas par- 
ticulier, la rate mobile étant congénitale 
et le kyste hématique secondaire a la 
ptose de la rate. 


ZUSAM MENFASSUNG 


Es wird der ungewoehnliche Fall eines 
elfjaehrigen Knaben berichtet, bei dem 
sich eine Blutzyste in einer Wandermilz 
entwickelte. 

Die Diagnose erfoltgte waehrend der 
Operation. Es wurde eine Milzresektion 
ausgefuehrt. 

Es wird ein kurzer Abriss der Patho- 
genese und der klinischen Diagnose der 
Wandermilz und der Milzzysten gegeben. 
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Die mit der pathologischen Diagnose von 
Blutzysten in der Milz verbundenen 
Schwierigkeiten werden hervorgehoben. 

Im vorliegenden Falle handelte es sich 
um eine angeborene Wandermilz. Die 
Blutzyste wurde als eine falsche, als Folge 
der Milzsenkung aufgetretene Zyste an- 
gesehen. 

RESUMEN 


Se da a conocer el caso extraordinario 
de un nino de 11 anos de edad, con un 
quiste hematico en un bazo aberrante. Se 
hizo el diagnéstico durante la operacion. 
Se efectué esplenectomia. 

Se presenta una breve exposici6n sobre 
patogenia y diagnostico clinico del bazo 
aberrante y quistes esplénicos, sefnalan- 
dose las dificultades relativas al adiag- 
nostico patol6gico de quistes hematicos en 
el bazo. 

El bazo aberrante era congénito en el 
caso que se comunica, considerandose el 
quiste hematico como un falso quiste, 


secundario a la esplenoptosis. 
RIASSUNTO 


Viene riferito un raro caso di cisti 
ematica sviluppatasi in una milza aber- 
rante in un bambino di 11 anni. 

La diagnosi fu fatta durante l’inter- 
vento, che consistette in una splenectomia. 

Vengono delineate brevemente la pato- 
genesi e il quadro clinico della milza 
aberrante e delle cisti spleniche, e vengono 
sottolineate le difficolta della diagnosi isto- 
patologica delle cisti ematiche. 

Nel caso riportato, la milza aberrante 
era congenita, e la cisti ematica venne 
considerata una pseudocisti secondaria 
alla splenoptosi. 

SUMARIO 


E’ relatado o raro caso de um menimo 
de 11 anos de idade, no qual um cisto 
sanguineo se desenvolveu em um _ baco 
movel. O diagnostico foi feito durante a 
operacéo. A esplenectomia foi executada. 

Uma breve exposicéo da patogenese e 
do diagnostico do baco movel e dos cistos 
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esplenicos é apresentada e as dificuldades 
associadas com o diagnostico patologico 
dos cistos sanguineos do baco sao real- 


cadas. 

No caso exposto, o baco errante era 
congenito. O cisto sanguineo foi considera- 
do um falso cisto, secundario a espleno- 
ptose. 
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Las becas corresponden: 


Bahia. 


noviembro, inclusive. 


aceptaran becarios. 





Colégio Internacional de Cirujanos Capitulo Argentino 
Becas Externas 


(Para el Brasil) 
El Capitulo Brasilero del Colégio Internacional de Cirujanos ortogard anual- 
mente tres becas para universitarios argentinos. 


Una para Cirugia Toracica en Rio de Janeiro, San Pablo, o Santos. 
Una para Cirugia Abdominal en Rio de Janeiro, San Pablo, Santos, 


Una para Especialidad Quirurgica, Anestesiologia, Radiologia, Organiza- 
cion Sanitaria, en Rio de Janeiro, San Pablo, Santos, ete. 
Las becas durardn un mes, prorrogable a dos, entre los meses de abril y 


Consistiran en alojamiento y comida gratuitos y 2.000 (dos mil) cruzeiros 
mensuales en concepto de viaticos. Las autoridades del Capitulo Brasilero remi- 
tiran anualmente al Capitulo Argentino, la lista de los servicios hospitalarios que 


El Capitulo Argentino realizara la selecci6n correspondiente y propondra los 
nombres antes del 10 de abril de cada ano. 











Extrofia Vesical Degenerada 


Dos Casos Personales 
DR. RICARDO PORTILLA SANCHEZ, F.LCS. 
HABANA, CUBA 


UERON Chaussier y Breschet los que 
F- primeramente usaron el término de 

“extrofia de la vejiga,”’ para reconocer 
un vicio de conformacién del reservorio 
urinario de origen congénito, represen- 
tada por: 

Falta de la cara anterior de la vejiga, 
con protrusiOn de su cara posterior a 
través de una agenesia de la pared ab- 
dominal anterior. 

Se describen distintas variedades de 
extrofia vesical, no habiendo encontrado 
en los distintos trabajos publicados tér- 
minos perfectamente definidos para cada 
una de ellas, asi bajo un mismo nombre 
se fijan y engloban estas raras anomalias, 
sin aclarar sus caracteristicas; variando, 
para hacer ain mas confuso su estudio los 
términos segtin las distintas escuelas. 

Presentamos a continuacién dos casos 
personales que estudiamos y clasificamos 
de acuerdo con sus caracteristicas propias. 

Caso A (Extrofia Vesical Completa con 
degeneracién carcinomatosa).— 

Se trata de E. G. H. Cl 29080 del Hos- 
pital Curié, Raza blanca, Sexo femenino, 
Estado Soltera, de 40 afios de edad. 

Consulta por tumoracién en hipogastrio. 

Historia de su enfermedad: Nacida a 
término, de padres sanos; con anomailia lia 
en hipogastrio representada por zona de 
mucosa que ocupa toda la regién, por la 
que drenaba orina constantemente, pro- 
vocando ulceracion de las regiones vecinas. 
A los 10 afios, fue llevada por sus padres 
a un hospital, donde recomiendan higiene 
local como Unico tratamiento. 

Menarquia a los 12 afios, bien reglada 
con F. M. de 3/28. 

Hace tres anos recibe traumatismo sobre 
hipogastrio que sangro intensamente, no- 
tando la enferma posteriormente que se 
formaba una tumoraci6n en la zona lesio- 
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nada, de sangramiento facil por lo que 
decide consultar. 

Examen fisico: Se observa una extrofia 
vesical completa con tumoracion situada 
sobre meato ureteral izquierdo (Fig. 1). 
La eyaculaci6n ureteral derecha es clara, 
la ureteral izquierda no se visualiza por 
estar el meato ocupado por la tumoraci6n 
descrita. Ambos pubis estan separados, 
no presenta clitoris, labios mayores y me- 
nores representados por mamelones lat- 
erales. Vagina—normal, al tacto, genitales 
internos palpables atréficos. Tacto rectal, 
nada digno de mencion. 


Fig. 1—A, extrofia vesical completa. Tumor sobre 


izquierdo. Catéter situado en 


meato ureteral 
B, dedo colocado en vagina. 


uréter derecho. 





Fig. 2.—Carcinoma vesical. 


Se hace biopsia de la tumoracion, cuyo 
resultado fue carcinoma vesical (Fig. 2). 

Placa simple del tractus urinario y Uro- 
grama Descendente: Rifion derecho nor- 
mal, el izquierdo no se visualiza (Fig. 3A). 

Dada la posibilidad de coexistencia de 
otra anomalia, agenesia renal izquierda, 
0 bloqueo renal izquierdo por el tumor si 
tuado en la zona ureteral, se hace Aorta- 
grafia (Fig. 3B) que demuestra: Hidrone- 
frosis Renal Izquierda. 

Nuestro diagnostico fue: Extrofia vesi- 
cal completa con degeneraci6én carcinoma- 
tosa que bloquea el Rifion Izquierdo. 

La extrofia vesical completa afeccion 
extraordinariamente rara, un caso por 
cada cincuenta mil nacimientos, el 50% 
de ellos mueren antes de los 10 afios y las 
dos terceras partes mueren antes de los 
20 anos. Con relacién al sexo, se acepta 
que un cuarto de los casos son mujeres, 
dos tercios hombres y en el resto el sexo 
fue incierto. Campbell sefiala trece hom- 
bres y cuatro mujeres. 

Es una gran rareza ver un caso de Ex- 
trofia Vesical complicada con Carcinoma 
y asi hemos encontrado en la literatura 
revisada por nosotros desde que Bergen- 


hem en 1895 publicé la primera observa- 
cién hasta nuestros dias un total de 28 
casos; los dos casos que describimos au- 
mentan la estadistica hasta treinta casos. 
(Ver Tabla adjunta.) 

Despues de éstos datos estadisticos, con- 
tinuemos con nuestra enferma: 

En Enero 21 de 1950 se le practica en 
un solo tiempo Uretero-sigmoidostomia 
derecha por la técnica de Davalos, ligadura 
del uréter izquierdo, cistectomia total y 
reconstruccién de la regién hipogastrica. 

En junio 7 de 1950 se hace Placa Simple 
de Tractus Urinario y Urograma Descen- 
dente post-operatorio que es normal (Fig. 
4). Actualmente ésta enferma se encuen- 
tra curada (dos afos). 

Caso B (Ectopia Vesical o Extrofia Ves- 
ical Incompleta).—Se trata de E. M. H. Cl. 
32053 del Hospital Curié, Raza Blanca, 
Sexo Masculino, Estado Soltero, de 21 
anos de edad. 

Consulta por tumoracién en hipogastrio. 

Historia de su enfermadad: Nacido a 
término, de padres sanos; con una tumora- 
cién situada en hipogastrio, facilmente 
depresible y retraccién del pene. Hace 
un ano comienza a aparecer sobre la tumo- 





Tabla de los Casos de Extrofia Vesical Complicados de Carcinoma 


Caso Ano Autor 


1895 
1901 


1904 
1905 


1906 
1909 


1910 
1910 


1910 
1912 


1912 


1914 
1918 
1921 


1922 


1922 


1922 


1924 


1925 


1928 
1929 
1929 
1930 
1935 
1931 


1934 


1938 


1940 


racién una neoformacién de_ superficie 
aframbuesada, que sangra al menor con- 
tacto, motivo por el cual viene a éste 


Bergenhem (Lace- 
ne y Hovelacque) 
Ehrich 


Enderlen 
Lampe 


von Elselberg 
Sargent 


Wagner 
Hager 


Schloffer 


Lacene y 
Hovelacque 


Lacene y 
Hovelacque 


Hunner 
Geraghty 
Lower 


Scholl 


Scholl 
Dupont 


Murphy 


McCarthy y 
Klemperer 


Judd y Thompson 
Hammer 
Hammer 

Scheuer 

Gayet 

McCown 
Montpelier, 
Goinard 
Karsente, y Mele 
Wade 


Turner 


Sexo Edad 


M 


S y Bi 5p y BS BE Be By 


= 


35 
44 
38 


54 
39 


Lesion 
Adenocarcinoma 


Adenocarcinoma 
Adenocarcinoma 
Carcinoma a cé- 
lulas escamosas 
Adenocarcinoma 
Clinicamente 
carcinoma 


Adenocarcinoma 
Adenocarcinoma 


Carcinoma 
Adenocarcinoma 


Carcinoma a cé- 
lulas escamosas 
Adenocarcinoma 
Adenocarcinoma 
Clinicamente 
Carcinoma 
Adenocarcinoma 


Adenocarcinoma 


Adenocarcinoma 


Adenocarcinoma 


Adenocarcinoma 


Adenocarcinoma 
Adenocarcinoma 
Adenocarcinoma 
Adenocarcinoma 
Adenocarcinoma 
Adenocarcinoma 


Adenocarcinoma 


Adenocarcinoma 


Adenocarcinoma 
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Tratamiento 
Implantacion uréter 
Reseccion 
Resecciéon, implanta- 
cién uréteres 
Radioterapia 
Operacion de 
Sonnerberg 
Extirpacion 


Ninguno 


Biopsia 
Sintomatico 


Raspado 
Sintomatico 


Nefrectomia 
Previa 


No menciona 

No menciona 
Implantacion Uréter 
Reseccion 
Implantacién Uréter 
extirpacion 
Extirpacion y 
radium 


Exclusién de recto 


Radio-emanacion 


Diatermia, Ureteros- 
tomia, Nefrectomia 
Cistectomia 


Reseccion de veji- 
ga con cauterio 


No tratado, muerte 
en uremia 


Muerte en uremia 


Reseccion por elec- 
trocauterio 


Rechazo tratamiento 


Ureterostomia bila- 
teral lumbar 


No tratado 


Ureterostomia cuta- 
nea, Cistectomia 
Ureterostomia y Cis- 
tectomia, dos tiempos 


hospital. 
Al examen: 


Comentario 


Trabajando a los 
seis meses 
Muerte al octavo 
dia.- 

Sin resultado 
Mejorado 


Vivo a los 15 
meses de operado 


No tratado 


No tratado 
Muerte en 
caquexia. 

Sin mencionar 
Muerte en 
caquexia 
Muerte en 
caquexia 

No menciona 
No menciona 
Muerto metas- 
tasis abdominal 
Muerto a los 
dos anos 
Reporte curado 
seis anos y me 
dio despues 
Muerto a los 
dos dias de 
operado 

Vivo a los 14 
meses 
Convaleciente 
hasta hoy 


Bien a los 3 
anos de operado 
No metastasis 
encontradas 

No metastasis 
encontradas 
Operado de plas- 
tia vesical a 
los 3 anos 

No menciona 
Muerto shock 
operatorio 
Muerto sin 
tratamiento 


Bien, 4 anos 
de operado 
Cistectomia, 8 
meses despues 
ureterosigmoi- 
dostomia 


Se observa ausencia de 
cicatriz umbilical, separacién de ambos 





VOL. XVII, NO. 4 SANCHEZ: EXTROFIA VESICAL DEGENERADA 


Fig. 7.—A, urograma descendente normal. Separacion de ambos pubis. B, cistografia oblicua. Vejiga 
de gran capacidad proyectandose hacia adelante. 


531 





JOURNAL OF THE INTERNATIONAL COLLEGE OF 


pubis con falta de la pared anterior del 
abdomen. a nivel del hipogastrio, que esta 
ocupada por una gran tumoracion redon- 


Fig. 3—A, urograma descendente: Rifion derecho 
normal. Rion izquierdo—no elimina separacion 
de ambos pubis. B, aortografia (Drs. Milanes- 
Perez Stable). Arteria renal izquierda presente 
(Hidronefrosis). 
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deada, de superficie mucosa, que se de- 
prime facilmente con el dedo, ésta mucosa 
esta en parte invadida por una neoforma- 
cién que sangra al contaco y de la que 
se toma biopsia (Fig. 5). 

El pene aparece incurvado hacia arriba 
presentando en su su cara dorsal un surco 
longitudinal de mucosa correspondiente a 
una pseudo-epispadias, ya que a nivel del 
glande se encuentra el meato uretral nor- 
mal que permite el paso de un explorador 
de bola numero 18 hasta la vejiga. Testicu- 
los y epididimos normales. Tacto rectal, 
prostata normal. 

El] resultado de la biopsia fué: Carci- 
noma mucoide de tipo intestinal (Fig. 6). 


Fig. 5.—A, vejiga proyectada al exterior, con tu- 
mor en su mitad derecha. Retraccion del pene. 
B, vista oblicua del enfermo. 
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Fig. 8.—:A, enfermo despues de operado. Pared 


abdominal normal. B, vista oblicua: pene en 
posicion normal. 


Placa simple y Urograma Descendente: 
Ambos rifiones normales, uréteres nor- 
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males, separacién de ambos pubis (Fig. 
7A). 

Cistografia: Vejiga de gran capacidad 
que se proyecta al exterior (Fig. 7B). 

Cistoscopia: Vejiga de capacidad au- 
mentada, de aspecto—normal, con meatos 
ureterales normales. 

Nuestro Diagnoéstico fué: Ectopia Ves- 
ical o Extrofia Vesical Incompleta con 
Carcinoma Mucoide, Separacion de Ambos 
Pubis, con Agenesia de la pared anterior 
del abdomen en el hipogastrio, retracci6én 
del pene y pseudo-epispadias. 

La Ectopia Vesical o Extrofia Vesical 
incompleta es una—rareza dentro del 
capitulo de las extrofias, que como sefiala- 
bamos—al inicio de nuestro trabajo, pre- 
senta multiples variedades sin una nomen- 
clatura clara y definida. Es posible que 
estos factores nos hagan errar al afirmar 
que solamente hemos encontrado en la 
literatura revisada un caso similar de 
ectopia vesical, pero sin degeneracién— 
(Dr. Roberto Pedroso, Cuba). 

Tratamiento.—En Mayo de 1951 dada 
la enorme vejiga que este enfermo pre- 
sentaba, practicamos una cistectomia par- 
cial muy amplia, reconstruccion de la 
pared abdominal inferior con colocaci6n 
de lamina de tantalum. Liberacién del 
pene de los tractus fibrosos que provoca- 
ban su retraccié6n; reseccién de la pseudo- 
epispadias y plastia del mismo. 

Actualmente el enfermo esta curado 
(Fig. 8). 

Comentarios.—Se presentan dos casos de 
anomalias vesicales degeneradas, una de 
ellas (Caso A), perfectamente aclarada y 
descrita en todos los textos y de la cual 
se hace una recopilacién de los veinte y 
ocho casos previamente publicados. 

La otra (Caso B), no aclarada en 
ningun texto (solo hemos encontrado un 
caso publicado), y cuyo diagnostico difer- 
encial se plantearia con un quiste del 
Uraco, pero que la ausencia de la pared 
abdominal inferior, separacién de los 
pubis, retraccién del pene y la pseudo- 
epispadias, la diferencian y le dan fiso- 
nomia propia que permite englobarla como 
hemos sefialado en nuestro titulo en el 
capitulo de las extrofias vesicales. 





Lobectomia Pulmonar en Tuberculosis 
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*, tomia en el tratamiento de la tuber- 
culosis pulmonar no podemos, aun, 
prescindir de la consideracion comparativa 
con el procedimiento firmemente estable- 
cido y que ha soportado la prueba del 
tiempo: La toracoplastia. Es asi que, de 
inicio, para establecer las indicaciones de 
este procedimiento debemos precisar en 
que circunstancias debe utilizarse como 
metodo de eleccion y en cuales casos su 
empleo ha de supeditarse o valorarse 
frente a Ja toracoplastia. 

Como metodo de eleccion, el consensus 
mas rigurosamente conservador solo 
acepta el procedimiento, anteponiendolo 
a la toracoplastia, en los nifios. 

En los adultos el factor bronquial y la 
extensa destruccion de parenquima pul- 
monar son los elementos primordiales que 
determinan la adopcion de la terapeutica 
reseccionista con preferencia a la toraco- 
plastia, sinembargo dichos factores no 
deben ser juzgados a la ligera. Al referir- 
nos al factor bronquial queremos significar 
que las lesiones bronquiales estenosantes 
que actuan como elemento causal de 
lesiones bronquiectasicas y supurativas y 
que debido a la dificultad o imposibilidad 
aboluta de drenaje constituyen un reser- 
vorio bacilifero, ya que el estudio cuidad- 
oso de la mucosa bronquial, que tanto se ha 
facilitado en los ultimos tiempos con el 
empleo liberal de la broncoscopia y el es- 
tabblecimiento firme de la reseccion como 
metado terapeutico que has proporcionado 
a los anatomo-patologos amplio material 
para el estudio de la mucosa bronquial, ha 
demostrado la participacion concomitante, 
en mayor o menor grado, del bronquio en 
las lesiones parenquimatosas. De igual 
modo la destruccion del parenquima pul- 
monar debe ser analizada en sus estadios 
finales y solo debe emplearse este termino 
para calificar la cavitacion extensa que 
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ocupe todo el lobulo o la contraccion per- 
manente del mismo constituyendo un 
bloque escleroso sin posibilidades fun- 
cionales, pero si infectivas. 

Las cavernas insufladas o a tension asi 
como las situadas en lobulo inferior o re- 
gion para-hiliar y con prueba adversa de 
pneumotorax, freniplejia y pneumoperi- 
toneo, pueden incluirse en las indicaciones 
de la lobectomia. 

La indicacion indiscutible, aceptada en 
la actualidad de modo casi unanime esta 
constituida por aquellos casos en que la 
toracoplastia y aun la revision de la to- 
racoplastia ha fracasado, aunque debemos 
hacer la salvedad de que la mayoria de los 
mismos caen dentro de la orbita de la 
exeresis total. 

Como indicacion excepcional, pero util 
en ciertos casos es conveniente incluir la 
hemoptisis incontrolable. 

Finalmente, el tuberculoma, de ser diag- 
nosticado pre-operatoriamente o aun con 
el torax abierto, es la indicacion ideal 
para lobectomia, pero siendo esta una de 
las lesiones que mas de cerca imita el 
cancer del pulmon, su naturaleza se evi- 
dencia, casi siempre, despues de la exer- 
esis total del organo. 

Las indicaciones que hemos enumerado 
se relacionan con la lesion anatomica o 
sus peculiaridades topograficas, pero es 
obvio que para llevarlas a vias de realiza- 
cion han de valorarse cuidadosamente con 
el estado general del paciente y de aqui 
se desprenden dos puntos de capital im- 
portancia: 

1. Momento optimo para realizar la 
intervencion. 

2. Requisitos que deben exigirse del 
pulmon contra-lateral. 

E] momento oportuno para llevar a cabo 
una lobectomia de eleccion en un paciente 
comprendido dentro de los apartados ante- 
riormente sefalados es, no cabe duda, 
cuando la enfermedad se encuentre en un 
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periodo de quiescencia clinica manifestado 
por ausencia de fiebre, anorexia y perdida 
de peso; hemograma y eritrosedimentacion 
aceptables e imagen radiologica carente 
de signos de actividad. Sinembargo ni la 
experiencia revisada en la literatura ni 
mucho menos la nuestra es suficiente para 
condenar o justificar de modo categorico 
el empleo de la lobectomia en casos que 
presenten signos de moderada actividad o 
aun en aquellos en que la enfermedad se 
manifiesta francamente activa. Esta situa- 
cion dubitativa se debe a que no es por 
mas tiempo sostenible el antiguo concepto 
de que toda incision practicada a traves 
de tejido tuberculoso en actividad se con- 
vierta en un medio de propagacion de la 
enfermedad, en efecto hemos constatado el 
hecho, por lo demas senalado por la 


mayoria de los experimentados en resec- 
ciones que la diseminacion unas veces se 
produce y otras no, por lo que tenemos 
que atribuir la explicacion del fenomeno 
al termino mas o menos abstracto de 
estado inmunobiologico. 

1 punto practico de la cuestion es que, 


aunque es indudable que el ideal lo con- 
stituyen las lesiones inactivas, sinembargo 
se obtienen exitos en aquellos que mani- 
fiestan diversos grados de actividad. 

El pulmon contra-lateral debe estar 
indemne de lesion demostrable por los 
metodos exploratorios a nuestro alcance; 
esta condicional es muy recalcada por 
ciertos autores mientras que otros, in- 
dudablemente, los menos, no dudan en 
practicar una reseccion en presencia de 
lesiones minimas o discretas en el pulmon 
opuesto siempre que no manifiesten signos 
de actividad. 

Lobectomias Pulmonares.—Detalles ana- 
tomicos de interes.—Cualquiera que sea 
el tipo de reseccion que se practique sobre 
tejido pulmonar, existe un denominador 
comun del cual depende, en gran parte, 
el exito y este es la manipulacion delicada 
tanto del parenquima que ha de conser- 
varse como el que ha de ser resecado; la 
aplicacion indiscriminada de pinzas y 
clamps sobre el pulmon pertenece a las 
etapas iniciales de la cirugia pulmonar. 

La practica de los distintos tipos de 
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lobectomia exige un conocimiento preciso 
de la disposicion anatomica de las arterias, 
venas y bronquios que se dirigen a los 
respectivos lobulos. 

La arteria pulmonar derecha se divide 
en dos troncos principales: el superior y 
el inferior. El] tronco superior, que en su 
origen se encuentra detras de la cava, 
emerge hacia el lobulo imediatamente por 
debajo de la acigos; esta imediatamente 
debajo de la pleura visceral y del mismo 
se desprenden las ramas apical y anterior. 

Del tronco inferior se desprende la 
arteria posterior ascendente, que penetra 
en el lobulo por su porcion inferior, no 
haciendose visible hasta que no se diseque 
perfectamente la cisura que separa el 
lobulo superior del medio, siendo necesario 
en ocasiones disecar tambien la cisura 
entre los lobulos superior e inferior. Esta 
rama es de menor calibre que las ante- 
riores y suele presentar frecuentes ano- 
malias, la mas comun de las cuales es su 
origen a partir de la arteria del sezgmento 
superior del lobulo inferior. 

Como anomalias arteriales frecuentes 
del lobulo superior podemos mencionar : 

1. Existencia de dos ramas indepen- 
dientes para el segmento posterior. 

2. Tronco comun para las tres ramas 
segmentarias. 

3. Solo dos ramas arteriales para el 
lobulo superior. 

El lobulo medio posee dos ramas 
arteriales que se localizan en la conflu- 
encia de las cisuras horizontal y oblicua, 
por debajo y detras de la rama posterior 
ascendente del lobulo superior. En casos 
anormales existe una sola o tres ramas 
para este lobulo. 

E] lobulo inferior recibe la porcion ter- 
minal de la arteria pulmonar, la cual 
penetra en el mismo en forma de un tronco 
unico, que imediatamente emite ramas 
para los distintos segmentos. Es de sefi- 
alar la emergencia de la rama arterial 
para el segmento superior del lobulo in- 
ferior muy proxima o por encima del 
origen de las ramas del lobulo medio. 

La vena pulmonar superior recibe las 
venas de los segmentos apical anterior y 
posterior del lobulo superior y en ocasiones 
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hasta 2 venas del lobulo medio. 

El lobulo medio posee una o dos venas, 
excepcionalmente las mismas pueden pene- 
trar como vasos aislados en la auricula 
izquierda. Lo normal es que el lobulo medio 
tenga una sola vena, que drena en la vena 
pulmonar superior; cuando tiene 2 venas 
no es raro que una de ellas desemboque 
en la vena pulmonar inferior. 

La vena pulmonar inferior esta locali- 
zada en el limite superior del ligamento 
triangular del pulmon, su identificacion es 
facil no obstante Sweet sefiala 2 detalles 
anatomicos que ayudan a evidenciarla: un 
ganglio en el limite superior y una arteria 
sistemica que cruza su limite inferior, 
ambas estructuras situadas en el liga- 
mento triangular. Esta vena recibe tribu- 
tarias de todos los segmentos del lobulo in- 
ferior. 

El] bronquio del lobulo superior se or- 
igina muy cerca de la bifurcacion de la 
traquea subdividiendose rapidamente en 
ramos apical, anterior y posterior; la 
porcion del bronquio derecho comprendida 
entre el orificio del bronquio del lobulo 
superior y el del medio se designa con el 
nombre de bronquio intermedio, su long- 
itud fluctua entre 1 y 1.5 cms, el bronquio 
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del lobulo medio se desprende de la por- 
cion antero-lateral del mismo a igual nivel 
0 a veces por debajo del bronquio del seg- 
mento superior del lobulo inferior, detalle 
anatomico muy importante. 

E! lobulo inferior tiene 2 troncos bron- 
quiales principales: uno continuacion del 
bronquiotronco del cual se desprenden 
divisiones para los segmentos basales por 
lo que se conoce con el nombre de bronquio 
basal y otro el bronquio del segmento su- 
perior. 

Enumerados los detalles anatomicos 
primordiales de los lobulos derechos, pro- 
cederemos en el mismo orden con los 
izquierdos: 

En contraste con la arteria pulmonar 
derecha, que esta situada por delante del 
bronquio, la del lado izquierdo rodea por 
completo el bronquio izquierdo colocandose 
finalmente en su parte posterior; emite de 
4 a 7 ramas al lobulo superior, siendo 
este lobulo el que presenta mas anomalias 
arteriales. Comunmente encontramos, des- 
prendiendose de la porcion ascendente de 
la arteria pulmonar una rama apico- 
posterior que cruza por delente del bron- 
quio segmentario apical y tiene, a su vez, en 
su porcion anterior la vena segmentaria 


Fig. 1—Lesion cavitada de vertice superior izquierdo. Lobectomia superior izquierda y toracoplastia 
simultanea de la 2a. 3a. y 4a. costillas. 
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Fig. 2.—Caverna gigante del 


apico-posterior. Al incurvarse el tronco de 
la arteria pulmonar para dolocarse por 
detras del bronquio del lobulo superior 
emite ramas en numero variable, como 
hemos dicho anteriormente, para los seg- 
mentos apical, posterior y anterior. 

La rama lingular se desprende del 
tronco principal en la cisura interlobar 
bifurcandose imediatamente para dirigirse 
a los segmentos superior e inferior de la 
lingula. Una de las anomalias mas fre- 
cuentes y mas digna de mencion esta con- 
stituida por el origen de la arteria lingular 
a partir de la arteria del segmento su- 
perior del lobulo inferior. 

Las venas del lobulo superior izquierdo 
adoptan la mas variada disposicion in- 
dividual, pero en terminos generales 
siguiendo la distribucion segmentaria. La 
vena lingular suele identificarse con 
facilidad por su situacion superficial im- 
ediatamente debajo de la pleura visceral; 
las venas del lobulo superior izquierdo se 
diferencian de su homologo del lado 
derecho por su situacion superficial en la 
cisura. 

E] bronquio del lobulo superior izquier- 
do se divide en dos ramas una superior y 
otra inferior que se designa tambien con 
el nombre de lingular. La rama superior 
suministra bronquios a los segmentos 
apico-posterior y anterior, mientras que 
la inferior lo hace a los segmentos lingu- 
lares superior e inferior. 

Todas las ramas arteriales del lobulo 


lobulo superior izquierdo. 
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Lobectomia. Pieza operatoria. 


inferior izquierdo se originan en la cisura 
interlobar siendo la mas superior la del 
segmento superior y ofreciendo la par- 
ticularidad anatomica de estar situada por 
encima del origen de la arteria lingular 
circunstancia que debe tenerse muy pre- 
sente en la reseccion aislada de los seg- 
mentos respectivos. Despues del ramo an- 
terior encontramos el tronco basal, ter- 
minacion en continuidad del tronco pul- 
monar principal, que se divide en 4 ramas 
yara los segmentos basales respectivos. 

La disposicion anatomica de las venas 
del lobulo inferior izquierdo no difiere en 
nada de su homologo del lado derecho. 

El lobulo inferior izquierdo presenta, 
como el derecho, dos troncos bronquiales 
el superior y el basal; como detalle ana- 
tomico importante se destaca la proximi- 
dad del bronquio del segmento superior 
del lobulo inferior al orificio del bronquio 
del lobulo superior, por lo que al practicar 
una lobectomia inferior izquierda es con- 
veniente suturar aisladamente los troncos 
bronquiales superior y basal para evitar 
el estrechamiento del orificio del bronquio 
del lobulo superior que se originaria 
ligando el tronco comun. 

Sea cualquiera el tipo de lobectomia que 
ha de realizarse en tuberculosis o lesiones 
supurativas existen 5 detalles de tecnica 
aplicables a todos los lobulos: 

1. Las cisuras interlobares deben ser 
perfectamente expuestas, mediante disec- 
cion meticulosa. 
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Este requisito es muy facil de llenar 
cuando las cisuras estan perfectamente 
desarrolladas y las alteraciones inflama- 
torias o sus secuelas fibroticas son mini- 
mas, pero llega a ’hacerse insuperable 
hasta requerir una exeresis total cuando 
son rudimentarias o estan solidamente 
soldadas por adherencias. 

2. El bronquio lobular debe buscarse y 
ocluirse rapidamente, mediante una sutura 
temporal para evitar la propagacion de la 
secrecion del lobulo enfermo a los demas. 
Este detalle, como todos los principios en 
medicina no es absoluto y podriamos decir 
que aun mas importante es la manipula- 
cion delicada del tejido pulmonar, pues 
hemos visto cirujanos que tratando de 
cumplir rigurosamente este principio tec- 
nico antes de realizar tiempo alguno de 
la operacion, han exprimido totalmente el 
parenquima del lobulo despojando radical- 
mente a maniobra quirurgica tan encomi- 
able de todas sus bondades. Con esto quere- 
mos significar que en aquel caso en que 
de inicio no podamos aislar el bronquio 
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con facilidad debemos proceder a la disec- 
cion de las restantes estructuras guardan- 
do siempre la mayor delicadeza en la 
manipulacion del tejido pulmonar. 

3. La arteria debe disecarse en la cisura 
interlobar, en ocasiones la encontraremos 
en situacion superficial advirtiendola por 
su latido y brillo especial, a traves de la 
pleura visceral, pero generalmente se 
aloja mas o menos profundamente en la 
cisura estando cubierta por ganglios que 
sirven de punto de referencia para su 
localizacion. La diseccion debe ser minu- 
ciosa con exposicion detallada de todas las 
ramas segmentarias. 

4. La hemostasia ha de ser perfecta y 
para mayor claridad de la exposicion em- 
plearemos prodigamente solucion salina 
fisiologica para lavar acuiciosamente las 
estructuras anatomicas. 

5. En caso de cualquier accidente hem- 
orragico por lesion de una rama arterial 
evitaremos el empleo indiscriminado de 
clamps que pudieran suprimir la circula- 
cion funcional de otros lobulos 0 segmentos 


Fig. 3.—Proceso de condensacion del lobulo superior izquierdo, con caracteres clinicos y radiologicos 
que hacen pensar en cancer del pulmon. El examen post-operatorio de la pieza demostro que se 
trataba de un tuberculoma. De hacerse el diagnostico correcto, es esta una de las mejores indicaciones 
de lobectomia, pero la mayoria como el presente caso son pnumectomizados por error diagnostico. 
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que despues deben ser necesariamente 
sacrificados. En emergencias de este tipo 
aplicaremos un clamp de Blalock para 
arteria pulmonar o un clamp de Satinsky 
al tronco de la arteria pulmonar y entonces 
en un campo limpio, sin sangre podemos 
identificar y reparar el dano producido. 

La posicion e incisiones utilizadas para 
la practica de resecciones pulmonares 
varian de acuerdo con la preferencia y 
habito del cirujano; nosotros preferimos 
el decubito prono en mesa de Overholt- 
Comper o cualquiera de sus modificaciones 
vy utilizamos una incision standard, que 
comenzando en el espacio inter-escapulo 
vertebral mas o menos a la altura de la 
tercera vertebra dorsal, bordea la punta 
de la escapula y se dirige oblicuamente 
hacia el abdomen terminando a nivel de 
la linea axilar anterior. En caso de lobec- 
tomia superior media o de la lingula rese- 
camos la quinta costilla; si se trata de 
lobectomias inferiores la septima. 

Las complicaciones esenciales de la 
lobectomia en tuberculosis son: (1) ex- 
tension homo o contralateral del proceso; 
(2) fistula bronquial, y (3) empiema. 

La primera de las complicaciones enu- 
meradas puede ser producida por la propa- 
gacion del material infectante en el acto 
operatorio, de un lobulo a otro, ya del 
mismo hemitorax o del opuesto, pero no 
debe perderse de vista que tambien puede 
ser motivada por la _ reactivacion de 
lesiones pre-existentes que no pueden 
evidenciarse por los metodos investigati- 
vos mas rigurosos. Es indudable que se 
constataba con mucha mas frecuencia 
antes del empleo de la estreptomicina pero 
no es menos cierto que dicha droga no 
ha podido suprimir esta eventualidad. Es 
tambien un hecho evidente que la estrepto- 
micina logré sus mejores exitos en los 
primeros casos, constatandose que los 
casos intervenidos despues de _ usarse 
ampliamente esta droga presentaron esta 
complicacion con mas frecuencia; ja ex- 
plicacion de este fenomeno se encontré en 
la facultad del bacilo tuberculoso en hacerse 
resistente a la estreptomicina despues de 
su uso continuado. El] empleo concomitante 
0 alternado de PAS (para-amino sali- 
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cilico) y TB1 (Thio semicarbazona) con- 
trarresta la estreptomicino-resistencia del 
bacilo de Koch. Todo caso de tuberculosis 
en que se contemple la posibilidad de 
reseccion no debe ser tratado con estrepto- 
micina sino 15 dias antes de la proyectada 
intervencion, mientras tanto puede em- 
plearse el PAS y TB1, que seguiran ad- 
ministrandose junto con el antibiotico en 
el post-operatorio. 

La produccion de fistula bronquial des- 
pues de la exeresis lobular se debe a dos 
factores primordiales uno anatomico, otro 
bacteriano: El] primero consiste en dejar 
muy largo el bronquio seccionado mientras 
que las arterias bronquiales han _ sido 
ligadas lejos del borde de seccion; el 
segundo entra en juego cuando la division 
del bronquio se produce inopinadamente 
sobre una zona cuya mucosa alberga una 
lesion activa. 

El empiema es una consecuencia del 
accidente anterior o de la siembra pleural 
durante un acto operatorio poco cuidadoso. 

La prevencion de las complicaciones 
enumeradas esta intimamente relacionada 
con el tratamiento pre-operatorio y aun 
con la misma intervencion; en efecto el 
empleo juicioso de estreptomicina, PAS 
y TBI, la posicion en decubito prono y 
la oclusion precoz del bronquio en el acto 
operatorio contribuyen en no poco grado 
a reducir la incidencia de propagacion 
tuberculosa y empiema. 

El empleo sistematico de la_bronco- 
scopia antes de toda intervencion con 
estudio minucioso del estado de la mucosa 
bronquial de los lobulos que han de extir- 
parse contribuye de modo notable a evitar 
las fistulas y ulceraciones tuberculosas de 
los mufiones bronquiales. 

El estudio de la funcion respiratoria de 
los distintos lobulos, mediante las 
modernas pruebas a nuestro alcance, nos 
pone a cubierto de fracasos de tipo fun- 
cional en casos de exito estructural o ana- 
tomico, es decir, aquellos en que radiol- 
ogicamente constatamos integridad pleuro- 
parenquimatosa, la clinica nos muestra 
ausencia de fiebre, eritrosedimentacion de 
cifras aceptables, hemograma mas 0 menos 
normal, pero disnea persistente y taqui- 
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cardia irreductible reveladoras de _ in- 
suficiencia respiratoria. 

La propagacion de la infeccion tubercu- 
losa consecutiva a un acto operatorio ha 
de tratarse con los recursos medicos 
habituales. 

El tratamiento del empiema se ha 
enriquecido ultimamente con un nuevo 
proceder terapeutico que ha sido bautizado 
con el nombre de debridamiento quimico 
y consiste en la utilizacion de productos 
enzimaticos ya de procedencia bacteriana 
como la Varidase de Lederle ya de origen 
animal como el Tryptar de Armour, los 
que digieren la fibrina y productos celu- 
lares; con la combinacion de estos prepar- 
ados y los antibioticos se han resuelto 
muchos empiemas, pero aun quedan casos 
en que tenemos que recurrir a la toraco- 
plastia. 
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Las fistulas bronquiales no son comunes 
como accidentes consecutivos a una lobec- 
tomia, ya que cierran facilmente con la 
reexpansion de los lobulos restantes y el 
tratamiento endoscopico con nitrato de 
plata. 

La exeresis de un lobulo deja un espacio 
vacio que el tejido pulmonar tiende a 
llenar mediante un mecanismo de hiper- 
distension, lograndolo con exito cuando el 
lobulo extirpado es el inferior, pero nunca 
de modo completo cuando se trata del 
superior ; teniendo en mente el peligro que 
la hiperdistension del parenquima repre- 
senta en casos de tuberculosis, asi como 
la posibilidad potencial de empiema que 
ofrece la presencia de un espacio muerto 
empleamos generalmente la toracoplastia 
consecutiva y aun simultanea en deter- 
minados casos, respetando siempre la 
primera costilla. 





Heredity, or the germ-plasm, determines only the capacities 
and potentialities of any organism. In every individual there 
are many capacities that remain undeveloped because of the 
lack of stimuli suitable to call them forth. These inherited 
potentialities are both good and bad, social and antisocial, and 
it is the purpose of education to develop the former and to 
suppress the latter. In the heredity of every human being 
there are many alternative personalities. Education is chiefly 
habit formation, and good education consists in the formation 
of good habits of body, mind and morals. It is the duty of 
parents and teachers to guide children in this respect, to replace 
unreason by reason, selfishness by unselfishness, and anti-social 
habits by social ones. To trust to germ-plasm is to forget that 
heredity furnishes capacities for evil as well as for good, and 
to disregard the universal experience of mankind. 


—Edwin Grant Conklin 





A Ulcera Jeyunal Posoperatoria 
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ULCERA jejunal que aparece de- 
A pois de uma intervencdo operatéria 

que desvia o transito alimentar do 
trajeto duodenal, fazendo-o passar direta- 
mente do estOmago para o jejuno, con- 
stitue sem dtiivida o ponto negro da cir- 
urgia gastrica. 

Com efeito, trata-se de uma _ super- 
veniéncia indiscutivelmente ligada ao ato 
cirurgico e que apresenta aspectos clinicos 
cuja gravidade nao se pode menosprezar. 
O individuo que é acometido dessa com- 
plicacao torna-se praticamente inutil para 
o trabalho, até que uma segunda, ou talvez 
terceira ou quarta intervencéo o venha 
livrar de um sofrimento geralmente mais 
intenso e persistente do que aquele que 
o importunava antes de ter se submetido 
4 operacao provocadora. 

Felizmente o aperfeicoamento da téc- 
nica da cirurgia gastrica e a condenacao, 
pela dura experiéncia, de uns tantos tipos 
de intervencao, vem diminuindo a inci- 
déncia da ulcera jejunal, mas ha ainda 
uma pequena porcentagem de casos opera- 
dos sob os mais cuidadosos requintes de 
técnica e sob a mais apurada orientacéo 
tatica em que surge inesperadamente uma 
ulcera jejunal posoperatoria. 

Assim, parece-nos de _  oportunidade 
focalizar a entidade morbida num certame 
nacional da repercussao do presente. 

Dando a este trabalho o titulo de mos- 
tramos desde logo a nossa discordancia 
com relacao 4 denominacaéo oficial de 
“Uleera peptica postoperatoria” dada ao 
tema em discussao. Convém a este ou a 
outros tipos de Utlcera o adjetivo “pep- 
tica”?. Vejamos: 

O adjetivo “peptico” vem do grego 
“pepticos” exprime “o que auxilia a di- 
gestao dos alimentos” ou, sintetizando, 
“digestivo” Ora, “digestivo” é o que facili- 
ta a digestao: Portanto, si aplicarmos 4 
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ulcera o adjetivo “‘peptica” no sentido de 
“digestiva”, teriamos concordado em que 
a “alcera facilita a digestao’”’, o que 6 um 
absurdo do ponto de vista clinico, pois a 
existéncia da ulcera no estOmago ou no 
jejuno se manifesta por sintomas de 
perturbacao da digestao. 

Si, porém, queremos dizer que se trata 
de uma ulcera formada por autodigestao, 
0 adjetivo a empregar-se seria nao auto- 
peptica, pois que a Ulcera nao se digere a 
si prépria, mas peptogénea, o que vale 
dizer “originada da digestao”. Convém 
assinalar, entretanto, que os dicionaristas 
dao a este adjetivo uma significacéo pura- 
mente convencional, sem o menor respeito 
4s leis da derivacao das palavras. 

Mas sera verdadeira a _ expressao 
“Uleera peptogénea”? 

Teve foros de classicismo o conceito de 
que a Ulcera do estOmago e adjacéncias 
era provocada por acao digestiva dos fer- 
mentos gastricos e ainda hoje ha quem 
repita a definicéo de Dorland de que a 
“alcera peptica é causada pela acao do 
suco gastrico Acido”. Mas esse conceito 
esta profundamente abalado pela verif- 
icacéo clinica de inimeros casos de 
hiperacidez gastrica sem a formacaéo de 
ulcera, de uma certa porcentagem de casos 
de Uulcera sem hiperacidez e até com 
hipoacidez gastrica e pela comprovacao 
anatomo-patolégica de que as lesdes das 
paredes e imediacdes da Ulcera sao de 
natureza proliferativa, dependentes de 
acao irritativa mecanica e nao de processos 
destrutivos, como sao os de corrosao e 
digestao. 

Assim, nao ha razdo para se qualificar 
a Ulcera de peptogénea. 

Deve-se, portanto, proscrever o uso da 
expressao “ulcera peptica” ou “tlcera 
peptogénea’”’. 

Outras denominacées usuais sao “tlcera 
gastro-jejunal”’, “leera da boca anas- 
tomotica”, “ulcera da neoboca”, “ulcera 
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marginal” e quejandas. Eis ai outras ex- 
pressdes que nem sempre correspondem 
4 realidade. Tais denominagées sao apli- 
cadas na suposicéo de que a Ulcera se 
assesta exatamente-ao nivel da gastro- 
jejunostomia. Ora, quem esta habituado 
a trabalhar em cirurgia gastrica e ja tem 
visto um certo numero de casos de Ulcera 
jejunal posoperatoria certamente observou 
que em grande numero de casos a Uulcera 
nao se forma na passagem da mucosa 
gastrica para a jejunal, mas afastada 
dessa linha, em qualquer ponto préximo 
da parede do jejuno, seja na alca aferente, 
seja na alca eferente, seja na porgao 
mesial fronteirica da neoboca. 

Essa verificacao 6 capaz de trazer névas 
luzes no estudo da: 

Etiologia.—Da Ulcera jejunal posopera- 
toria, em concordancia com fatos ja 
observados em relagao com a formacao das 
ulceras do estomago e do duodeno. De 
fato, se a Ulcera sempre se assestasse 
precisamente em qualquer parte do anel 
que constitue a neoboca, haveria motivo 
para se pensar que fosse determinada 
pela irritacao de um fio de sutura per- 
sistente, como antigamente se acreditava, 
quando era corrente o emprego de fios 
de seda ou de linho. Ja tivemos a oportuni- 
dade de verificar a presenca de fio in- 
absorvivel semiflutuante ao nivel da anas- 
tomose em ponto diferente daquele em 
que existia a ulcera jejunal posoperatoria. 

A presenca desta fora da neostomia, 
geralmente na alca eferente ou em con- 
exao com o bordo mesial do jejuno, bem 
em frente 4 abertura da nova boca, é 
demonstracéo cabal da sem-razao dessa 
velha teoria lancada para explicar 0 apare- 
cimento da lesAao que ora nos ocupa a 
atencao e serve de forte argumento para 
fortalecer a justificacéo da teoria meca- 
nica ja por muitos admitida quanto ao 
caso das ulceras simples do estomago e do 
duodeno. 

Do estudo minucioso que fizemos de 994 
pecas operatorias retiradas de individuos 
ulcerosos, concluimos “que a tlcera se 
assenta preferencialmente nas zonas que 
sofrem com mais frequéncia o atrito 
abrupto do bolo alimentar’’. Considerando 
que mais de 75% dos casos sao de ulceras 
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bulbares, sendo que em 67.4% dos casos 
ha lesAéo na face anterior do bulbo duo- 
denal, acentuamos que essa parede se 
encurva para cima e para tras, “ofere- 
cendo a sua mucosa ao jato alimentar 
que se projeta do estOmago”. Ora, nos 
individuos nervosos, com _hipercinesia 
gastrica, o bolo alimentar pdéde ser vio- 
lentamente arremessado contra a parede 
anterior do bulbo, creando ai condicdées 
favoraveis ao aparecimento da _ Ulcera. 
Posto o individuo em repouso e dieta, 
afastados os componentes nervosos da 
disfungao existente, cessa a acéo mecanica 
no lugar afectado e a Ulcera tende 4 
cicatrizagéo e por vezes rapidamente se 
cicatriza. 

“Por uma discinesia do musculo pilérico 
(alteracdes nervosas de causa geral ou 
local, gastrite), o contetido gastrico pode 
ser projetado contra a face posterior ou 
contra um dos bordos do bulbo duodenal, 
dando-se ai a formacao da itlcera’”, pois 
que, segundo Juan Sala Roig, “no duodeno, 
o nicho ulceroso encontra-se na prolonga- 
ea0 do eixo pilérico” e, segundo Deaver 
e Burden, “a disfuncao do esfincter piléri- 
co nao sdmente causa os sintomas da 
ulcera mas precede ao aparecimento dela”. 

Quanto 4s ulceras do estOmago, que em 
mais de 70% dos casos se assentam ao 
nivel da pequena curvatura, na linha que 
vae da cardia ao pil6ro, com acentuada 
predominancia no setor do antro pil6rico, 
também aqui a importancia do fator 
mecanico é preponderante, pois que,— 
ensina-nos a fisiclogia—os movimentos 
peristalticos do estémago se iniciam ao 
nivel da grande curvatura, na sua parte 
média, progredindo rumo ao pil6ro, e, 
quando se tornam mais intensos e altera- 
dos, em virtude de perturbacées de ordem 
nervosa, sAéo capazes de projetar violenta- 
mente o contetido gastrico de encontro a 
um determinado ponto da pequena curva- 
tura, ai se formando a Uulcera. Nao sera, 
pois, por descer preferentemente pela 
“magenstrasse”’ que os alimentos vao 
provocar, mas s6 em determinado ponto, 
o aparecimento da Ulcera, e sim pela acao 
mecanica violenta em certa época desen- 
cadeada por uma disfuncéo motora do 
estOmago. 
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Por mais uma vez ja assinalamos a 
importancia da discinesia da cardia na 
producao da Ulcera da parede anterior ou 
posterior do estOmago, geralmente situada 
nas proximidades daquele orificio. 

Tal modo de ver esta de acordo com os 
pontos de vista dos que dao primordial 
importancia ao sistema nervoso, pois é 
gracas as alteracdes deste que se observam 
as disfuncdes capazes de concorrer para 
a formacao da Ulcera, seja no setor ciné- 
tico, seja no setor secretério. 

Aplicando a mesma etiologia ao caso 
da ulcera jejunal posoperatoria, podemos 
dizer que a projecao violenta e reiterada 
do bolo alimentar contra um determinado 
ponto da neoboca ou, através desta, con- 
tra um determinado ponto da mucosa 
jejunal é a causa determinante do apare- 
cimento e persisténcia da ulcera. 

E’ por isso que a vagotomia da, em 
grande numero de casos, resultados satis- 
fatério no tratamento da Ulcera jejunal 
posoperatéria: coibe a discinesia, faz 
desaparecer a acdo traumatizante do bolo 
alimentar. EK’ por isso que a eliminacaéo da 
parte motora do estOmago por uma 
resseccao ampla diminue consideravel- 
mente a: 

Incidencia.—da ulcera jejunal posopera- 
toria, tao frequente quando a_ simples 
gastrojejunostomia era a tatica operatoria 
mais empregada. 

Vejamos, agora, apenas a luz do mate- 
rial do nosso Servico e a titulo de contri- 
buicéo pessoal 4 atualizacaéo do assunto, 
quais os dados que podemos apresentar 
com relacao a ocurréncia da Uulcera jejunal 
posoperatéria no ambiente em que tra- 
balhamos. 

Convém lembrar, de inicio, que a difusao 
que mereceu em nosso meio a resseccéo 
gastrica ampla desde a terceira década 
deste Século faz com que a incidéncia da 
ulcera jejunal posoperatéria seja aqui 
nitidamente menor do que em outros 
centros cirirgicos do pais, onde sé mais 
tarde a gastroduodenectomia parcial veio 
gan hando terreno sobre a gastro-jejunos- 
tomia. 

Assim, nao se deve estranhar que em 
nosso Servico em pouco mais de 22 anos 
—no periodo de 19 de abril de 1929, 
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quando praticamos a primeira operacaéo 
por Ulcera, até 31 de agosto de 1951, 
quando demos por encerrada a computacao 
desta estatistica—apenas foram registadas 
28 intervencdes por Uulcera jejunal pos- 
operatéria num total de 1.367 operacdes 
por Ulcera do tracto gastro-duodeno- 
jejunal. 

Isso da uma incidéncia de 2,04% no 
total das ulceras operadas. Deve-se notar, 
entretanto, que entre essas 28 intervencées 
havia dois casos de ulcera reincidente, 
exigindo, cada um, trés intervencées ci- 
rurgicas, o que reduz o numero de doentes 
para 24 e a porcentagem de incidéncia 
para 1,76. 

Como se vé, a incidéncia da tlcera 
jejunal posoperatoéria em nosso meio é 
relativamente baixa. O nimero acima nao 
exprime, porém, a porcentagem real do 
aparecimento da lesao jejunal em doentes 
por nos operados. Com efeito, dos 24 
doentes aqui registados somente 4 tinham 
sofrido a primeira intervencéo sob as 
nossas maos e 20 tinham sido anterior- 
mente operados em outros servicos. Dessa 
forma, a incidéncia da Uulcera jejunal pos- 
operatoria em doentes por nos anterior- 
mente operados é apenas de 0,29%. Poder- 
se-A alegar, e com razao, que, se tivemos 
a oportunidade de intervir em doentes 
anteriormente operados por outros ci- 
rurgides, estes também devem ter tido a 
oportunidade de intervir em doentes por 
nos anteriormente operados. A isso po- 
demos contrapor duas alegacgdes: a pri- 
Meira é que a grande maioria dos nossos 
gastrectomizados pertence a _ instituicdes 
ou sociedades, onde a revisao dos casos 
é normalmente feita e onde a superve- 
niencia de uma Ulcera jejunal posopera- 
téria seria assinalada na ficha clinica ou 
por nods mesmo verificada nos exames 
periddicos a que submetemos os operados, 
pelo menos no primeiro ano depois da 
intervencéo. Demais, ¢ sabido que, em 
geral, o doente procura o seu operador 
logo que percebe qualquer anormalidade, 
principalmente se pertence 4 Caixa ou 
Sociedade que lhe. da assisténcia médica 
gratuita. E’ provavel, pois, que muito 
raros serao os casos por nos gastrecto- 
mizados que nao nos tivessem procurado 
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para nova intervencéo por Ulcera jejunal 
posoperatoria. 

A segunda alegacaéo que podemos ante- 
por é a de que em nosso Servic¢o se con- 
tam pelos dedos da mao as vezes em que 
nos limitamos a praticar a simples gas- 
troenterostomia por Ulcera e foi justa- 
mente num desses rarissimos casos que 
tivemos o desprazer de ver se formar 
uma Ulcera jejunal recidivante, apezar da 
vagotomia, estando bem o doente depois 
de 10 meses da ultima resseccao. Ora, é 
sabido que a resseccao fornece menor in- 
cidéncia da tlcera jejunal posoperatoria ; 
assim, s6 poderiamos admitir que tenham 
ocorrido a outros servicos doentes por ndés 
operados em igual numero ao dos gastrec- 
tomizados alhures e que recorreram a nos 
para tratamento de sua Ulcera jejunal 
posoperatoria. 

Quantos foram?: 9. Assim, mesmo que 
se suponha que em 4 doentes 3 nao mais 
quizeram procurar o nosso Servico, 3 
tendo sido por nos reoperados e 9 por 
outros cirurgides—o total de 12 casos de 
ulcera jejunal posoperatoria em um 


Servico onde quasi s6 se faz a resseccao 
daria uma incidéncia que se pode avaliar 
em 0,87% de 1,867 casos operados. 


E’ curioso observar que, em nossa 
estatistica as Ulceras jejunais tinham 
surgido em igual porcentagem de doentes 
gastrectomizados e gastro-jejunostomiza- 
dos. Isso podera dar a falsa impress&o de 
que a Uulcera jejunal tanto ocorre em 
ulcerosos que haviam sofrido a resseccéo 
quanto nos que haviam sofrido a gastro- 
enterostomia. Mas o fato é que em nosso 
meio pouco se fez e hoje excepcionalmente 
se faz a gastroenterostomia. Assim, é 
muitissimo maior o nimero dos individuos 
que sao portadores de um estOmago res- 
secado do que o dos portadores de gas- 
troenterostomia. 

Vejamos os dados de nossa estatistica de 
ulcera jejunal posoperatoria: 
Gastro-enterostomia retrocélica 
Gastro-enterostomia antecdélica 


Resseccao com boca retrocdlica 
Resseceao com boca antecélica 


Embora se trate de pequeno nuimero de 
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casos, parece que a colocacéo da boca 
adiante ou atras do colo transverso nao 
influe no aparecimento da Ulcera jejunal 
posoperatoria, o que, alias, esta de acordo 
com o conceito etiol6gico atras expendido. 

Os Nossos Casos.—Passamos agora a 
analizar os nossos casos a luz de varios 
dados que eles nos podem fornecer e que 
talvez tenham interesse para estudos com- 
parativos. 

Os nossos doentes, 4 excessio de um, 
pertenciam ao sexo masculino. Se a tlcera 
é mais frequente no homem do que na 
mulher, a relacéo apontada nas estatisticas 
é bem diversa de 23 para 1 consignada 
em nossos casos, justificando a pergunta: 
é o sexo feminino menos sujeito 4 Ulcera 
jejunal posoperatéria do que 4s Ulceras 
do est6émago e do duodeno? Sim—é€ a res- 
posta que nos dao as estatisticas. 

Quanto a cor, também apenas regis- 
tamos um individuo pardo, para 23 
brancos. 

O quadro da nacionalidade dos doentes 
oferece-nos o seguinte panorama: 


Brasileiros 
Espanhoes 
Italianos 
Russos 


Esses nimeros indicam que para 19 
nacionais houve 5 estrangeiros. E’ digno 
de registo a observacao entre nos feita da 
elevada ocurréncia da wulcera entre a 
colonia espanhola. Os dados acima confir- 
mam essa observacaéo uma vez que se leve 
em conta que a colonia italiana, muito mais 
numerosa, s6 esta representada por um 
caso. 

Sao curiosos os informes relativos 4 
idade dos doentes. O mais moco tinha 25 
anos e o mais idoso 57. A distribuicao por 
idade pode ser avaliada no _ seguinte 
quadro: 

De 25 a 30 8.3% 
De 31 a 35 25.0% 
De 36 a 40 25.0% 
De 41 a 45 29.2% 
De 46 a 50 8.3% 
4.2% 

24 100.0% 

Como se vé, a incidéncia é maior na 
idade madura, predominando dos 31 aos 


45 anos. 
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O diagnéstico radiol6gico nem sempre 
foi feito. Poucas vezes se poude obter uma 
radiografia com nitido nicho ulceroso. 
Geralmente o que se observa é a irregu- 
laridade dos contornos. Relativamente 
comuns sao os sinais radiologicos da 
jejunite e nao é raro a observacao de alcas 
jejunais dilatadas, com deformacdées da 
imagem normal de sua mucosa. Assim, 
nem sempre nos pudemos basear pelo 
exame radiolégico. Muitas vezes o que 
predominou na indicacao operatoria foram 
os sinais .clinicos subjetivos. A’s vezes foi 
a simples reincidéncia de hemorragias do 
tubo digestivo que impoz o ato cirtrgico. 

O diagnéstico firmado pelos varios ele- 
mentos semiol6gicos e pala _ verificacao 
operatoria foi o que resumimos no quadro 
seguinte: 

Uleera jejunal posoperatéria simples 

Uleera jejunal posoperatoria dupla 

Uleera jejunal posoperatoria dupla + tUlcera 
duodenal 

Ulcera jejunal posoperatoria + tlcera duodenal 6 

Uleera jejunal posoperatoria + litiase vesicular 1 

— posoperatoria + fistula gastro- 


Por duas vezes foi encontrada uma 
ulcera perfurada da parede anterior do 
abdome e por duas vezes uma Uulcera per- 
furante do figado. 

Quanto 4 séde de les&o jejunal, podemos 
organizar o seguinte quadro: 


Na boca anastomotica (marginal) 
Fora da boca anastomotica (jejuno) 
Sem informagao de séde na ficha cirtrgica 


Total das tlceras encontradas 
A localizacao pode ser assim especificada: 
Uleera marginal: 

No angulo proximal 

No angulo distal 

Na face anterior 

Na face posterior 

Sem indicacao 


Ulcera jejunal com a boca indene: 
Na alca aferente 
Na alea eferente 
No bordo mesentérico 


Sem indicacao de séde 


Total das ulceras encontradas 
Vé-se por este quadro que em nossos 
casos predominou a Ulcera marginal, cuja 
porcentagem foi de 61.3 para 38.7% de 
ulceras féra da boca anastomotica. Esses 
dados fazem-nos deixar definitivamente de 
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lado a suposicéo de que a Ulcera seria 
consequéncia de defeito de técnica na 
feitura da boca ou da presen¢a de fio in- 
absorvivel agindo como corpo estranho. 
Em um dos nossos casos, havia fio de seda 
na boca, flutuante ao nivel do orificio, 
fora da séde da Ulcera. 

A lesdo recidivante foi assinalada em 
3 casos: em dois por nés mesmo operados 
e em mais um operado inicialmente pelo 
dr. Olavo Trindade, que fez resseccao 
seguida de anastomose precolica, e depois, 
da ulcera jejunal, pelo dr. José Saldanha 
Faria, que fez resseccao da boca, e nova 
gastrojejunostomia seguida de jejuno- 
jejunostomia. 

Assim, em nossa estatistica, a reinci- 
déncia da Ulcera jejunal posoperatoria 
ocorreu em 12,5% dos casos. 

Quatro dos doentes que sao objeto deste 
estudo tinham sido por ndés_ anterior- 
mente operados de sua Ulcera originaria. 
Trés dos doentes nao informaram qual o 
médico que lhes havia praticado a primei- 
ra intervencéo. Os demais foram operados 
por outros cirurgides desta Capital. 

Como a maioria dos doentes tinham sido 
operados em outros servicos, nao nos foi 
possivel fazer uma investigacéo segura 
sdbre a séde da ulcera primitiva, afim de 
avaliar a porcentagem dos casos de tlcera 
gastrica em que se veio a formar a Ulcera 
jejunal posoperatéria. Nos nossos 4 casos, 
a lesdo primitiva estava assentada no 
bulbo duodenal. 

O tempo decorrido entre a operacao e 0 
aparecimento dos primeiros sintomas da 
ulcera jejunal posoperatoéria pode ser apre- 
ciado no quadro seguinte: 

Gastroenteros- 


Resseccat tomia 
Menos de 5 1 


i . 
NO] Bee eee pp. 
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Gastroenter 
ostomia 

3 ou 25% 

6 ou 50% 


Resseccao 
13 ou 81.25% 
2 ou 12.5 % 
1 ou 6.25% 


Em resumo: 

No primeiro ano 
De 1 a 5 anos 
De 6a10 anos . . 2 ou 16.6% 
Depois de 10 anos 1 ou 18.3% 


Este quadro confirma a assertiva de 
que a Ulcera jejunal posoperatoria geral- 
mente ocorre precocemente nos casos de 
resseccio e mais tardiamente nos casos 
de gastro-jejunostomia: no primeiro ano 
enquanto a resseccéo da o indice de 
81.25%, a gastro-jejunostomia apenas 
consigna 25%. Depois de um ano, da-se 
a inversao: 75 para a gastro-jejunostomia 
e apenas 18.75 para a resseccéo. Assim, 
quanto mais afastado esta da operacao, 
menos probabilidade tem o ressecado de 
apresentar uma Ulcera jejunal posopera- 
toria. 

Conduta Cirirgica.— Vejamos agora 
qual a conduta cirtrgica que tivemos nos 
28 atos operatorios levado a efeito nos 24 
doentes de nossa estatistica. 

Convém assinalar, desde o inicio, que 
a concepcao etiopatogénica por nos aceita 
nos autoriza a nao ressecar necessaria- 
mente a Ulcera, uma vez que ela seja 
desviada da corrente alimentar. E’ por 
isso que, na resseccéo gastrica, nao nos 
preocupamos em retirar a cratéra de uma 
uleera da parede posterior do _ bulbo 
duodenal ou de uma Ulcera gastrica per- 
furante do corpo do pancreas, bem como 
uma Ulcera simples do Angulo superior ou 
da 2* porcao do duodeno. O que fazemos 
questao é de retirar todo o estémago 
motor, ai incluindo o anel pil6rico. A 
observacao mostra que, uma vez desviada 
da corrente alimentar, a tlcera tende a4 
cicatrizagao rapida, cedendo imediata- 
mente toda a sua sintomatologia. 

Aplicando esses fatos 4 Ulcera jejunal 
posoperatoéria, nfo nos preocupamos em 
extirpa-la, se esta situada no bordo mesen- 
térico, formando cratéra cuja_ excisao 
poderia comprometer seriamente a irri- 
gacao arterial de certa porcao do delgado. 
Claro que, se nao nos parece perigosa a 
excisao, nds a praticamos, mas nunca 
observamos qualquer inconveniente em 
deixar a Ulcera seja na luz do jejuno a 
montante da nova anastomose, seja com- 
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pletamente excluida no seu leito mesen- 
térico, limitando-nos, nestes casos, a toca- 
la com tintura de iodo. 

Quando se trata de uma Ulcera mar- 
ginal, ao nivel da boca, fazemos a resseccéo 
desta, retirando uma porcéo maior ou 
menor de setOmago, conforme a extensao 
da resseccéo anteriormente feita, e, 
quando aconselhavel, aproveitamos a 
mesma brecha do jejuno para a feitura da 
nova anastomose. Si a operacao anterior 
foi a simples gastro-enterostomia, a res- 
seccao gastrica é obrigatéria, com seccao 
ao nivel do bulbo duodenal, geralmente 
ulceroso. 

Se nao é aconselhavel o aproveitamento 
da brecha jejunal, o que acontece na 
maioria das vezes, fazemos o fechamento 
dela por sutura em dois planos, com uma 
terceira série de pontos separados de re- 
forgo, empregando o categute cromado 
no. 0 ou 1, montado em agulha atrau- 
matica. A sutura tanto pode ser transver- 
sal como longitudinal, de acordo com a 
extensio da abertura do jejuno. Nao 
temos receio em deixar a luz intestinal 
bastante diminuida, pois que ela sd vae 
dar passagem 4 excrecao liquida bilio- 
pancreatica. 

A resseccéo da alca jejunal comprome- 
tida poucas vezes é necessario realizar. A’s 
vezes é€ contingéncia determinada por 
lesdes inflamatorias intensas associadas ao 
processo ulceroso. Nesses casos, 0 resta- 
belecimento da continuidade jejunal é 
feito tanto por anastomose termino-termi- 
nal como latero-lateral, de acordo com as 
condig6es locais. A nova anastomose é 
feita de 10 a 20 centimetros mais abaixo, 
em parede jejunal que nao apresente 
sinais de inflamacao. Praticamos a gastro- 
jejunostomia termino-lateral com _ boca 
total, seja retrocélica, quando as condicées 
locais 0 permitem, seja mais comumente 
antecolica. 

Com o advento da vagotomia, vimos ai 
um recurso da valia na prevencao da 
reincidéncia da tlcera jejunal posopera- 
toria e a utilizamos em alguns casos, como 
tempo complementar da resseccao reali- 
zada. 
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Com finalidade curativa, tivemos o des- 
prazer de registar um fracasso da vago- 
tomia, praticada como recurso unico em 
caso de Utlcera jejunal posoperatoéria: o 
doente ficou 8 meses sem dores, mas a 
lesdo permaneceu no mesmo e 13 meses 
depois tivemos a necessidade de realizar 
uma nova resseccéo, com o que ficou bom 
e a cura mantem-se deste 1 de novembro 
de 1950. 

O quadro abaixo da idéia da orientacao 
que temos dado 4 tatica cirtrgica para 
resolver os casos de Ulcera jejunal pos- 
operatoria : 

Gastro-jejunostomia na mesma brecha jejunal. 

Gastro-jejunostomia na mesma brecha a 
vagotomia 

Gastro-jejunostomia na mesma brecha jejunal 

+ alcoolizagao periesofagiana 
Ressecgao de jejuno + jejuno — jejunostomia 

termino — terminal + gastro — jejunostomia 3 
Resseccao de jejuno + jejuno — jejunostomia 

latero — lateral + gastro — jejunostomia.. 2 
Resseccao de jejuno + duodeno — jejunostomia 

termino — lateral + gastro — jejunostomia. 1 
Sutura do jejuno + nova gastro — jejunostomia 9 
Sutura do jejuno deixando a tlcera + gastro 

— jejunostomia 
Sutura do jejuno + gastro — jejunostomia + 

alcoolizagao periesofagiana 
Sutura do jejuno + gastro — jejunostomia + 

vagotomia 
Vagotomia simples 


Esses dados podem ser condensados da 
seguinte maneira: 


Resseccao de segmento do jejuno 
Sutura do jejuno e nova boca 
Aproveitamento da mesma brecha 
Vagotomia simples 


Vagotomia complementar 
Alcoolizagao periesofagiana complementar .... 

Como se vé do quadro acima, usamos 
a vagotomia complementar em 4 casos e, 
com a mesma finalidade de suprimir a dor 
e modificar a motilidade do segmento 
gastrico residual, empregamos a alcool- 
izagéo periesofagiana em 3 casos. 

A intervengao por tlcera jejunal pos- 
operatéria é um ato cirtrgico geralmente 
demorado, em virtude do carater infil- 
trativo da leséo e da reacao fibrosa que a 
acompanha, extendendo-se até a cicatriz 
laparatémica. A operacéo mais demorada 


RIBEIRO: ULCERA JEJUNAL POSTOPERATORIA 


que tivemos durou 2 horas e 55 minutos 
e mais 3 intervencodes ultrapassaram as 2 
horas. A metade das operacées foi feita 
em menos de 1 hora e meia e 0 menor 
tempo registado foi 1 hora e 8 minutos 
e meio. O tempo médio gasto em 24 das 
operacoes feitas foi de 1 hora 37 minutos 
e 46 segundos. 

A anestesia por nos utilizada foi a 
seguinte: 


Geral por via venosa 


Geral por inalacgao 18 64.78% 


Raqueana pura 
Raqueana + local 


Raqueana + venosa 17.86% 


Local pura 


Local + inalacao 17.86% 


28 


Nessa série de intervencées, tivemos a 
lamentar a morte de 4 doentes: um de 
choque hemorragico no segundo dia, um 
por hemoperitoneo no 4° dia, um por peri- 
tonite no 7° dia e finalmente um também 
por peritonite no fim de 27 dias, antes da 
era dos antibidticos. Esses quatro casos 
nos dao a mortalidade de 14.3% e isso 
bem mostra a gravidade da intervencao 
por tlcera jejunal posoperatoria. 

Tratando-se de uma estatistica global, 
essa cifra nao destoa das apresentadas 
pelos autores classicos, mas, mesmo limi- 
tando a apreciac-o aos tutimos dez anos, 
a porcentagem de mortalidade por nos 
registada apenas desceu para 10.7 em se 
computando mais um doente operado 
recentemente e cujo posoperatério decor- 
reu sem incidentes. 

Quanto aos resultados 4 distancia, 
foram bons na quasi totalidade dos casos 
sobreviventes. 9 operados foram revistos 
com mais de um ano da operacao e 
achavam-se satisfatoriamente bem. Dois 
doentes n&o voltaram 4 revisao; os demais 
achavam-se bem quando revistos_ sete 
meses (1), quatro meses (1), trés meses 
(2), e dois meses (5) depois da operacao. 

S4o esses os dados que a nossa experi- 
éncia pode apresentar a respeito dessa 
singular molestia creada pelas maos do 
cirurgiao. 





Estenosis Pulmonar Tipo Valvular 


PROF. DR. A. RODRIGUEZ DIAZ 
HABANA, CUBA 


La estenosis pulmonar valvular con in- 
tegridad del tabique interventricular es 
una afeccion congenita de tipo cianotico, 
que el ataque quirurgico directo a traves 
del ventriculo, propuesto por Brock, ha 
puesto sobre el tapete. 

En estado de pureza la anomalia con- 
siste exclusivamente en una estenosis del 
orificio de la arteria pulmonar, producto 
de la fusion de las tres valvas semilunares. 
La sangre de la auricula derecha se vierte 
en el ventriculo del mismo lado; la con- 
traccion de este camara fuerza, a traves 
del orificio de la arteria pulmonar, una 
cantidad de sangre cuyo volumen depende 
de la estrechez orificial, la cual es oxige- 
nada en los pulmones y retorna a traves 
de las venas pulmonares a la auricula 
izquierda, de ahi al ventriculo del mismo 
lado y a la circulacion sistemica. 

E]! obstaculo que al vaciamiento del ven- 
triculo derecho opone las valvulas fusion- 
adas da lugar a dilatacion e hipertrofia 
de dicha estructura y por presion retro- 
grada es causa de dilatacion de la auricula 
derecha, vena cava inferior e ingurgita- 
cion hepatica y ascitis en los estadios 
finales. En estas circunstancias la cia- 
nosis es debida a la poca cantidad de 
sangre que reciben los pulmones para su 
aereacion. 

La aplicacion de la operacion de Blalock- 
Tausig a esta afeccion, no solo no mejo- 
raria la afeccion sino que agravaria la 
hemodinamica, sobrecargando intensa- 
mente el trabajo del ventriculo derecho. 

En algunos casos ademas de la estenosis 
valvular de la arteria pulmonar existe 
comunicacion interauricular y en ellos la 
cianosis se aumenta por el hecho de que 
la hiperpresion de las cavidades derechas 
provoca un “shunt” de derecha a izquierda 
con mezcla de sangre oxigenada y no oxi- 
genada; en este tipo de anomalia la sec- 
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cion de la estenosis valvular, al permitir un 
mayor aflujo de sangre hacia las cavidades 
izquierdas, aumenta la presion de dichas 
camaras, lo que produce la inversion del 
“shunt” y desaparicion de la cianosis, 
ademas de la normalizacion de la hemo- 
dinamica cardio-vascular. 

Hemos tenido oportunidad de intervenir 
un caso de esta naturaleza, se trata de 
J. Q. de 22 afios de edad, blanco, soltero, 
cubano, sin antecedentes familiares de 
importancia y entre cuyos antecedentes 
personales figuran: sarampion, varicela y 
parotiditis. Hace dos afios tuvo una afec- 
cion febril, diagnosticada como endocar- 
ditis bacteriana y que se dio por curada 
despues de la administracion de 28 mi- 
llones de unidades de penicilina y 30 
gramos de estreptomicina. Poco tiempo 
despues presenta un accidente cerebral que 
deja como secuela cierta paralisis de brazo 
y pierna izquierda. Presenta ataque epi- 
lectiformes_de modo ocasional y muy 
espaciados. 

Presenta cianosis discreta y dedos hipo- 
craticos. Soplo sistolico y thrill en se- 
gundo y tercer espacio intercostal izqui- 
erdo. Tension arterial: 104 y 80. 

El examen electrocardiografico acusa 
un eje electrico muy desviado a la derecha 
(mas 155 grados) hipertrofia y sobrecarga 
ventricular derecha con una § muy pro- 
funda en primera derivacion y R elevada 
en tercera derivacion. 

El ortodiagrama presenta configura- 

cion en “Sabot” 

Velocidad circulatoria (codo-lengua. 

Procholon) :15 segundos; (codo-pulmon. 

Eter) :8 y medio segundos. 

Hematies :5.940.000. Hemoglobina 19 

grs. (122%) 

Volumen globular (Wintrobe) 56%. 

Con diagnostico presuntivo de estenosis 
pulmonar tipo valvular es operado el 13 
de Septiembre de 1951 bajo anestesia 
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5' POST: VALVULOTOMIA 


VENTRICULO DER ARTERIA PULMONAR 
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10° POST-VALVULOTOMIA 
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Fig. 1—Cinco y diez minutos despues de valvulotomia la tension intra- 

ventricular sistolica disminuye abruptamente hasta 66.7 m.m. de mer- 

curio. La tension telediastolica se mantiene elevada. Las presiones de 

la arteria pulmonar aumentan proporcionalmente hasta 22.8 m.m. de 

mercurio sistolica y 7.6 m.m. de mercurio diastolica. La forma de las 

graficas sugiere ligero “over damping,” probablemente debido a la 
longitud y calibre de la aguja utilizada. 


PRE -VALVULOTOMIA 


OraRTERIA PULMONAR 
P36 
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Fig. 2.—Presiones directas obtenidas por puncion, durante intervencion qui- 

rurgica, utilizando pressure transducer (Statham) y aguja #22 de 5 pulgadas. 

Notese hipertension marcada de ventriculo derecho. La presion en telediastole 

(pd2) elevada traduce insuficiencia ventricular derecha. La tension de la 
arteria pulmonar es insignificante. 
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Fig. 3.—A, fonocardiograma preoperatorio punta, 
cardiograma apexiano y derivacion ii electrocar- 
diografica. Galope auricular, soplo sistolico grado 
iii. Foco pulmonar, soplo sistolico grado vi. B, 
fonocardiograma post-operatorio se hace mas evi- 
dente el galope auricular en la punta y foco pul- 
monar. Foco pulmonar (tomado con mayor am- 
plificacion) persiste el soplo sistolico, aparece, un 
desdoblamiento del segundo tono. 
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Ciclopropano-curare-pronestyl, se aborda 
por hemitorax izquierdo a traves del ter- 
cer espacio intercostal; se seccionan los 
cartilagos costales cuarto y quinto. Se 
incinde pericardio despues de infiltrarlo 
con novocaina al 2% y se depositan dentro 
del mismo 20 c.c. de novocaina al 2%. Se 
aprecia una arteria pulmonar enorme- 
mente dilatada y en su base se palpa una 
protrusion conica que da la misma im- 
presion que un cuello uterino. Se toma 
presion en ventriculo derecho y arteria 
pulmonar. Se inyecta el ventriculo derecho 
imediatamente por debajo de la arteria 
pulmonar con 2 .cc. de novocaina al 2%. 

Se colocan dos anclajes de lino No. 0 
entre los mismos se incinde el ventriculo; 
se pasa a traves de esta incision el valvulo- 
tomo y seguidamente el dilatador de Potts, 
despues de los cual se repite la toma de 
presiones en ventriculo derecho y arteria 
pulmonar. Se ocluye la herida del ven- 
triculo derecho anudando los dos puntos 
de anclaje. 

El] enfermo tiene un post-operatorio sin 
consecuencias, abandonando el hospital a 
los 8 dias. La cianosis desaparece comple- 
tamente desde el momento en que se pasa 
el dilatador, en el acto operatorio. Su 
capaciada de. trabajo se mejora de modo 
notable, dato este que aporta el enfermo 
al ser examinado mes y medio despues de 
la intervencion. 

Nos ha movido a publicar este caso, 
tomado de la estadistica del Instituto de 
Cirujia Cardiovascular y del Torax de la 
Habana, el magnifico estudio grafico reali- 
zado por el Dr. Frank Barreras, que 
muestra objetivamente las bondades del 
tratamiento quirurgico de esta afeccion. 





There is no more potent antidote to the corroding influence 
of mammon than the presence in the community of a body of 


men devoted to science. 


—Osler 





Sobre Patologia y Terapeutica Biliar 


PROF. DR. DOMINGO PRAT, F.I.C.S. 
MONTEVIDEO, URUGUAY 


la evoluci6n clinica, técnica y tera- 
péutica de la patologia biliar, com- 
probaremos de inmediato un _ efectivo 
progreso, debido a la _ realizacién de 
operaciones graves y complejas como son 
las de vias biliares, porque son practic- 
adas por equipos especializados; a la 
practica de la anestesia por gases, la 
baronarcosis con intubacién; al empleo 
de la posicién de elecci6n en cirugia biliar, 
vale decir, el Trendelenburg invertido y 
el uso del rodillo dorso lumbar de Elliot- 
Mayo Robson; que puede ser sustituido 
con ventajas por un cajoncillo plano con- 
vexo y hueco en su interior, que actuara 
de rodillo y al mismo tiempo de recipiente 
para el chassis curvo, que permitira 
realizar facilmente las radiografias bili- 
ares sin mesas operatorias especiales. El 
uso de amplias incisiones operatorias bien 
anatOmicas que permitan una excelente 
exploracién y un perfecto acceso a la 
lesi6n, con amplio campo operatorio y 
excelente luz, complementado por el uso 
del Fronto—Lux para la correcta visuali- 
zacioOn en la prefundidad y que represen- 
taran principales factores de éxito. 
La transfusion saguinea per operatoria 
y la oxigenoterapia, secundadas porel 
equipo de reanimaci6n, en pacientes con 
diagnéstico preciso y preparados cuida- 
dosa y biologicamente, hasta aleanzar un 
preciso y correcto equilibrio humoral; son 
estos los factores eficientes que han per- 
mitido el mayor progreso en la cirurgia 
biliar, en su aspiraci6n de terapéutica per- 
fecta. A pesar de este progreso real y 
efectivo de la cirugia biliar, se compro- 
baron pronto la presencia de trastornos, 
secuelas o recidivas después de sus in- 
tervenciones, preferentemente después de 
la colecistectomia y que por eso se de- 
nominaron secuelas de la colecistectomia: 
que han sido justipreciadas en el 15% de 


F N un analisis somero y sintético de 


los casos en la colecistitis litidsica y el 
80% en la C. alitidsica (Goni Moreno). 
Hoy dia algunos cirujanos, generalmente 
los mejores y los mas especializados, pre- 
tenden reducir y desestimar estas secuelas 
o recidivas; sin embargo ellas son evi- 
dentemente reales, al punto que ha llegado 
a invadir la duda al paciente, que antes 
de operarse pregunta al cirujano, si le 
garantiza que lo curara de sus dolores con 
la operacién y si ésta consistira en la 
extirpaciOn o conservacion de la vesicula. 
La repeticién de las crisis dolorosas y 
secuelas, es por desgracia relativamente 
frecuente después de la terapéutica quirtr- 
gica; casos hay que a sus crisis agregan 
una eventraci6n y en los pacientes oper- 
ados en agudo, a menudo, requieren una 
nueva intervencién. Parece comprobarse 
plenamente que una de las causas mas 
frecuentes de las secuelas biliares, lo con- 
stituye la litiasis residual. 

Los resultados deficientes, las secuelas 
y complicaciones de la cirugia biliar 
oblig6é a los cirujanos a perfeccionar sus 
tecnicas y sus métodos y es asi que se 
consagr6é que la colangiografia per oper- 
atoria es el método de elecci6n para la 
litiasis y la morfologia de las vias biliares. 
A Mirizzi de Cordoba la Cirugia Mundial 
debe estarle profundamente agradecida 
porque desde 1930, en que preconizé su 
método, continuéd con constancia y tenaci- 
dad hasta imponerlo definitivamente. El 
uso regular y sistematizado de la colangio- 
grafia operatoria ha comprobado que la 
colédocolitiasis es mas comutin de lo que 
se creia y del 8 al 12% aceptado, alcanzoé 
a un 20 a 25% comprobado por la colan- 
giografia y la operacién. En nuestra 
practica y experiencia de la colangiografia 
durante cinco afos en el Instituto de 
Clinica Quirtgica, hemos comprobado la 
mayor frecuencia de la Colédocolitiasis, 
que pasaba inadvertida a la exploracién 
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manual o instrumental y tuvimos el franco 
convencimiento de las ventajas y bene- 
ficios del método de la exploracion biliar 
contrastada.. . 

Hoy dia sabemos bien que esta colangio- 
grafia debe ser lomas perfecta posible a 
fin de obtener resultados precisos y 
seguros, empleando sustancias selectas de 
contraste; el lipiodol tiene el inconven- 
iente de ser irritante para el endotelio 
biliar y modifica su-presion, no se mezcla 
con la bilis y tiene un Ph. distinto. El 
thoriotrast es radio activo y se mantiebe 
indefinidamente en el tejido reticulo en- 
dotelial. Lo mas conveniente es usar la 
sustancia de contraste en solucién acuosa, 
con Ph. igual al de la bilis, en solucién 
isoténica e isotérmica (Mallet Guy). 

Ultimamente usamos el Nosilan (Drio- 
drast), al 50 y mejor aun al 70%. En 
estos ultimos afos la patologia biliar 
realiz6 un progreso muy grande al re- 
conocer y dominar la patologia funcional 
de los canales y esfinteres biliares y asi 
conocimos la distonia, la disquinesia y la 
odditis. 

La distonia es la alteraci6én o disfuncién 
de la tonicidad de un tejido o de un organo, 
trastorno de etiologia espasmddica, pero 
que su continuidad o repeticién puede 
provocar la irritacién o reaccién de los 
tejidos, originando una lesién de ger- 
arquia organica; posibilidad de _ lesion 
espasmoédica y orgdnica. La disquinesia 
es el trastorno o disfuncién de la motrici- 
dad de las vias biliares pero sin alteracion 
del sistema muscular correspondiente; 
tenia el mismo significado y era consider- 
ada como sinénimo de distonia. 

La odditis es la denominacién dada a 
los trastornos de naturaleza funcional u 
organica originados en el esfinter de Oddi 
y que son de etiopatogenia espasmddica, 
sin descartar la infeccién primitiva o 
secundaria. Para algunos autores es un 
espasmo primitivo con evolucion esclerosa, 
que puede dar lugar a la odditis esteno- 
sante de Mirizzi, con sus cuatro varie- 
dades; el oddismo de Delfor del Valle que 
puede culminar en la colédoco odditis 
esclero retractil (1939). 

Hay que confesar que los procesos 
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biliares han tenido la virtud de acumular 
el mayor ntmero de denominaciones: 
distonia, disquinesia, odditis papilitis, 
colédoco odditis esclero retractil, enferme- 
dad del colédoco terminal (Bengolea y 
Negri) ; enfermedad del esfinter de Oddi 
(Mallet-Guy); enfermedad del cistico 
(Mallet-Guy) ; denominaciones tan nu- 
merosas que se prestan a la confusion, 
pero que felizmente se han reunido con 
el nombre de distonias. En efecto, estos 
procesos de naturaleza espasmddica de los 
canales y esfinteres biliares fueron con- 
sagrados con la denominacion de distonia 
por Poilleux y Guillet, con la colaboracién 
de Albot, en el brillante y completo 
Relatorio al 50° Congreso Francés de 
Cirugia, celebrado en Paris en 1947. De 
acuerdo con Poilleux y Guillet el concepto 
mas amplio y particular de la distonia, 
comprende los estados espasmddicos en su 
sentido mas amplio consecutivamente a la 
colecistectomia y la exclusi6n biliar, a la 
litiasis, a la inflamacién de las vias 
biliares; a los trastornos por modifica- 
ciones anatémicas de las vias de excresion 
y de la motricidad de los canales biliares 
y de la disfunci6n de sus esfinteres. 

La distonia representara pues, los 
trastornos funcionales por la alteracién 
de la presién en mas o en menos del 
sistema biliar, ya sea de origen canalicular 
o esfinteriano, provocando la hipertonia 
o la hipotonia; estados patolégicos fun- 
cionales que se pudieron reconocer por los 
clinicos y cirujanos, cuando se _ logr6é 
establecer facil y seguramente la presion 
biliar por la exploracién semiologica de la 
Manome tria biliar. Recordemos la obra 
inicial de investigacién en radiomano- 
metria de Caroli y sus colaboradures 
Bergeret y Dévoubry en 1941, siguiendo 
la iniciativa de los patédlogos Estado 
Unidenses: Best, Doubillet, Hicken, Mac 
Gower, etc. 

En 1942 Mallet-Guy sus colaboradores 
Jean Jean, Guillet, Marion, Liou-Tchung- 
The, en Lyon, realizan una activa e in- 
tensa practica de la manometria, que les 
permite reunir mas de 1500 casos oper- 
ados con manometria y colangiografia per 
operatoria sucesivas, lo que permiti6 per- 
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feccionar el método manométrico y obtener 
un evidente progreso en la patologia biliar 
funcional, por lo cual Mallet-Guy y sus 
colaboradores, por su monumental obra 
de investigacion y el progreso que logro 
impulsar a la patologia biliar funcional; 
merece el maximo reconocimiento de la 
eirugia mundial. 

Tanto mas valor en importancia tiene 
esta conquista de la investigacién semiol6- 
gica de las lesiones funcionales de los 
canales biliares, que nos revelé tan am- 
pliamente. Mallet-Guy, porque ellas sdlo 
se ponen de manifiesto con la manometria 
y que sin ella pueden pasar inadvertidas 
a los cirujanos mas preparados y experi- 
mentados. Es cierto que la distonia y en 
particular la hipertonia del Oddi, puede 
revelarse y reconocerse por el escurrimi- 
ento biliar del sondeo duodenal, pero 


constituye un método largo, poco practico 
e inseguro, contrariamente a la manome- 
tria operatoria, rapida, precisa y segura. 

Existen aparatos especiales para in- 
vestigar la manometria, como los de Caroli 


y de Mallet-Guy Jean Jean; éste aparato 
ha sido creado especialmente para la 
manometria operatoria, estableciendo que 
la investigacion de la presi6n debe hacerse 
con suero fisiolégico, isoténico e isotérmico 
que no altera la fisiologia normal de los 
canales biliares. Han comprobado ademas 
estos cirujanos que la anestesia, la in- 
cisién operatoria ni la exploracién, no 
modifican el resultado de la manometria. 
La presi6n normal del esfinter de Lutkens 
es de 18 a 20 centimetros de agua y la 
del Oddi, es de 10 a 12 centavos. Conviene 
recordar que siendo superior la presién 
del Lutkens a la del Oddi, la presion de 
este esfinter debe ser tomada directamente 
en el colédoco o sino con la canula curva 
que penetrando por la vesicula se intro- 
duce en el cistico para tomar la presién 
del Oddi. 

Rebasariamos los limites de_ esta 
comunicacion si pretendiéramos ocuparnos 
del estudio clinico de la distonia, sélo es- 
bozaremos una sintesis superficial de su 
sintomatologia. La distonia que general- 
mente se manifiesta como hipertonia o 
hipotonia, se caracteriza por trastornos 


PRAT: PATOLOGIA Y TERAPEUTICA BILIAR 


digestivos del tipo de la dispepsia hépato 
biliar, padecimientos o dolores que a veces 
tienen la caracteristica del célico hepatico; 
a menudo no alcanzan esta gerarquia y 
que frecuentemente las distonias del Oddi, 
se manifiestan como un sindrome coledo- 
ciano. Habitualmente las distonias se 
acompanan de cefalalgias o jaquecas, 
sintoma de significativo valor diagnostico; 
adelgazamiento, facies amarillento, tras- 
tornos vaso motores y hormonales. 

El] examen fisico puede comprobar un 
dolor vesicular, a veces un signo tipico de 
Murphy, en ciertos casos puede palparse 
una vesicula grande; aunque lo comin y 
corriente es que el examen fisico no revele 
ninguna anormalidad. En la atonia o 
hipotonia Guillet aconseja infiltrar el 
simpatico (esplacnico) y comprobar por 
el sondeo duodenal la regularizacion in- 
mediata de la vesicula. En sintesis pode- 
mos establecer que el diagnostico clinico 
de la distonia es dificil o imposible de 
realizar con seguridad absoluta, realidad 
privativa de la manometria. La clinica 
puede sospechar el diagnéstico actuando 
clinicos muy experimentados y el sondeo 
duodenal puede tambien orientar el diag- 
nostico, pero debemos tener muy presente 
que la distonia se presenta habitualmente 
con una sintomatologia que simula y se 
confunde completamente con el cuadro 
clinico de las colecistopatias o colecistitis 
y tambien con el sindrome coledociano y 
aun el pancreatico. Todo esto nos revela 
lo dificil que es diferenciar clinicamente 
las distonias de las afecciones biliares 
erganicas o de las complicaciones y se- 
cuelas de la colecistectomia ; diferenciacién 
tambien dificil o imposible, aun mismo, 
con la exploracién operatoria manual o 
instrumental, he ahi porqué para recon- 
ocer la distonia es necesaria o indispens- 
able la manometria y la colangiografia. Si 
la distonia existia ya cuando el cirujano 
oper6 una colecistitis y no reconocié ni 
trat6 el trastorno funcional, el paciente 
recidivara fatalmente y se inculpara a la 
operacié6n del fracaso, por eso es funda- 
mental y capital que el cirujano investigue 
el estado funcional de las vias biliares 
durante la operaci6. Queda aun por es- 
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tablecer si la operaciOn al destruir las 
conexiones nerviosas del vago y del sim- 
patico, no puede ocasionar los trastornos 
de la distonia y entonces el significado de 
la enfermedad operatoria de _ Leriche, 
tendria que ampliarse mucho mas. 
Ademas las distonias pueden presen- 
tarse solas o asociadas, asi puede obser- 
varse una distonia aislada del Lutkens o 
del Oddi o de ambos asociados; presen- 
tarse como lesiones ‘espasmédicas unica- 
mente o espasmodicas y organicas o ya 
asociadas a otras lesiones, tales como la 
colecistitis, litiasis, pancreatitis, ictericia, 
ete. Caracteristica fundamental de las 
distonias es la de no presentar altera- 
ciones macroscdpicas de los canales 
biliares ni de los 6rganos, lo que expica 
que no se reconozcan ni por el examen 
manual, ni la exploracién instrumental del 
cirujano, que justifica que durante tanto 
tiempo hayan pasado inadvertidas y des- 
conocidas. El reconocimiento preciso y 
seguro de la distonia exige pues, la ex- 
ploracién semiolégica especial de la 


manometria y de la colangiografia. La 
sistematizacién de esta practica experi- 
mental en cirugia biliar, por la cirugia de 
Lyon, logr6é6 un marcado progreso en la 
patologia funcional biliar, que fundamen- 


talmente debemos a la Mallet-Guy y 
colaboradores, que establecieron conclu- 
siones importantes. Reconocieron que las 
distonias frecuentemente pueden ser prim- 
itivas, o secundarias a una lesién biliar y 
que pueden aparecer después de la cole- 
cistectomia: Que a menudo las distonias 
se inician como espasmddicas y pasan a 
ser organicas, con lesiones histolégicas 
bien comprobadas. Observaron tambien 
que la proporcién de distonias observadas, 
corresponde o coincide con la cantidad de 
secuelas o recidivas que se comprueban 
después de la _ colecistectomia y _ esto 
desperto la sos pecha, de si estas lesiones 
no correspondian a las distonias que 
pasaban inadvertidas a los cirujanos 
durante la intervencidn. La Escuela 
Hepatologica de Lyon establecié la con- 
clusi6n de que hoy dia es temerario tratar 
y operar en vias biliares, sin realizar 
sistematicamente la importante y neces- 
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aria exploracién de la manometria y 
colangiografia, correctamente realizadas. 

Hemos establecido que ademas de las 
distonias, tambien intervienen en la re- 
cidiva de los padecimientos y trastornos, 
la litiasis residual y las lesiones por 
errores técnicos ; ademas Womack y Crider 
atribuyen algunos de estos trastornos a 
la ligadura del mufon cistico, que origi- 
naria un neuroma en los filetes nerviosos 
englobados en la ligadura y que provocan 
la distonia: que para Morton bastaria la 
presencia del segmento residual del cistico 
para producirla. Con relacién a los tras- 
tornos que comentamos y especialmente 
las distonias, hay clinicos y cirujanos que 
los ponen en duda y niegan o no aceptan 
los comprobatorios resultados de los ciru- 
janos de Lyon. Creemos que no se puede 
desconocer la evidencia de ese monumento 
de trabajo, de observacién y experimen- 
taciéd de Mallet-Guy, que nosotros hemos 
comprobado en gran parte en nuestra 
modesta practica y experiencia. Categori- 
camente afirmamos que la continuidad de 
esta investigacién y experimentacion, nos 
revelaran incégnitas no perfectamente de- 
terminadas, aun, pero, aseguramos que la 
practica sistematica de la manometria y 
la colangiografia, ha conseguido ya y que 
proporcionara aun, mayores e importantes 
per feccionamientos a la patologia y tera- 
péutica biliar. En trabajos anteriores y 
otros mas recientes Mallet-Guy y sus 
colaboradores han confirmado la existen- 
cia de la distonia pancredtica, manifestada 
por crisis dolorosas de cédlico hepatico, 
localizadads en el hipocondrio izquierdo 
con propagacion al hombro y dorso de ese 
lado y parte media del reborde costal. 
Esta distoné pancreatica corresponde pos- 
iblemente a la descrita por Mirizzi, cuando 
comprob6 el rellenamiento del Wirsung en 
la practica de la colangiografia operato- 
ria y que denomin6o distonia. 

De toda nuestra exposicién y comen- 
tarios, asi como tambien de nuestra 
limitada experiencia, llegamos a la con- 
clusion de que existe realmente una pa- 
tologia funcional biliar que sdélo se evi- 
dencia con precisa seguridad, por la 
manometria y la colangiografia, razon 
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fundamental en virtud de la cual los 
cirujanos deben practicar necesariamente 
esta exploracién para reconocer tales 
lesiones, que seradn la causa del fracaso 
si quedan ignoradas o no son tratadas. 
El constante progreso y perfecciona- 
miento de la patologia biliar que hemos 
considerado, se lo debemos a todos los 
clinicos, patélogos y cirujanos del pasado 
y del presente, pero mucho se le debe a 
Mirizzi por su colangiografia, a los in- 
vestigadores de E.E.U.U., a Caroli, a 
Mallet-Guy y colaboradores, por su 
monumental y extraordinaria investiga- 
cién de la patologia funcional, por lo que 
la Medicina Mundial les debe su mas 
calido agradecimiento y reconocimiento. 
Al finalizar esta comunicacién debemos 
manifestar una comprobacion desalenta- 
dora y es la comprobacién de que en 
nuestro pais, sdlo por excepcion se emplea 
actulmente la exploracién operatoria de 
la manometria y colangiografia asociadas. 
La finalidad fundamental de esta exposi- 
cién es para lograr la practica frecuen- 
te y corriente de tan importante discip- 
lina, que representa el mejor y el mas 
amplio conocimiento de la fisiologia y de 
la patologia biliar y es la que permitira 
obtener los mejores resultados terapéu- 
ticos. Tenemos el pleno convencimiento 
de que si no se realiza habitualmente este 
excelente método de exploracion, es por 
la falta de equipo radiolégico en el block 
operatorio y la falta de material y colab- 
oradores, causa principal de su inaplica- 
cién comtn y corriente. Contribuyamos 
todos con entusiasmo y dedicaci6én a sub- 
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sanar esta grave deficiencia diagnéstica y 
terapéutica de la patologia biliar, que 
detiene y retrasa el progreso quirtrgico 
y terapéutico en nuestro pais y segura- 
mente en todo el mundo quirtrgico. 


RESUMEN 


El autor estudia el rapido progreso y 
perfeccionamiento alcanzado por la Ciru- 
gia Biliar en estos ultimos afios, debido a 
los progresos técnicos y biolégicos. Sin 
embargo pronto aparecieron los padeci- 
mientos y seculas de la colecistectomia, 
que se han disminuido mucho con la apli- 
cacién de la colangiografia. Actualmente 
el progreso de la patologia biliar ha per- 
mitido reconocer la patologia funcional, 
representada por los trastornos espas- 
modicos y tambien organicos de los canales 
y esfinteres biliares, que constituyen las 
Distonias, que sélo se ponen de manifiesto 
con la Manometria y Colangiografia 
asociadas. Pondera y enaltece el autor 
la actuacién de Mirizzi, de los patélogos 
Estado Uni denses, de Caroli y colabora- 
doresy de Mallet-Guy y colaboradores, que 
permitieron alcanzar y cristalizar_ el 
progreso actual de la patologia y la tera- 
péutica biliar. 

Aunque discutida y resistida aun por 
algunos clinicos y cirujanos, la mano- 
metria y colangiografia sistematica, cree 
el autor que ella debe emplearse amplia 
y generosamente por la cirugia mundial, 
que sera el principal factor de progreso 
y perfeccionamiento. 
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La Ligadura de la Cava en la 


Insuficiencia Ventricular 


PROF. DR. PABLO FUCHS, F.I.C:S. 
GUATEMALA 


ligadura de la vena cava en el 

tratamiento de la insuficiencia ven- 
tricular se reduce a solamente cuatro 
casos, hemos decidido hacer esta publica- 
cién estimulados por los excelentes re- 
sultados obtenidos en 3 casos y con el 
deséo de obtener critica y mas opiniones 
al respecto. Efectivamente, pocas referen- 
cias hemos encontrado acerca de este 
problema. 

La ligadura de la vena cava como trata- 
miento de la insuficiencia ventricular, es 
por supuesto un tratamiento puramente 
paliativo, cuyos beneficios, tedricamente, 
duraran solamente el tiempo necesario 
para que se restablezca una circulacién 
complementaria con el mismo caudal que 
la cava misma. Este tiempo no se sabe 
aun cuan largo puede ser, pero la refer- 
encia de tiempo mas largo que tuve a la 
vista, es de 3 anos, dada por Donzelot et 
all.! 

Dado el encargo de escribir este articulo 
corto, omitiré los datos de la fisio-patologia 
de esta operaciOn y me concretaré a los 
datos mas necesarios y de interés practico. 

Como actia la ligadura de la cava.—La 
ligadura de la cava tiene una accion triple: 
1. Disminuye y ataja la circulacién de 
retorno de los miembros inferiores y 
organos pelvianos, obligando a esa sangre 
venosa a volver al corazon por canales 
de menor calibre, de mucho menor caudal 
y de mayor longitud, (venas de las paredes 
toraco-abdominales y los plexos peri é 
intra-raquideos), disminuyendo asi la can- 
tidad y sobre todo la violencia con que 
dicha sangre entra en la auricula derecha 
y por consiguiente disminuye el trabajo 
ya esforzado del coraz6n, mejorando la 
circulacién de retorno del higado y del 
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rinon. Con este alivio de presiOn en la 
auricula derecha, el débito cardiaco 
aumenta y toda la funci6én cardiaca 
mejora. 

2. Disminuye el volimen de sangre que 
es movilizada desde todo el territorio 
venoso inferior a la auricula derecha, 
debido a los cambios de posicion del en- 
fermo. 

3. Evita la aceleracion del retorno 
venoso a la auricula derecha cuando el 
enfermo esta en dectbito y los pacientes 
que solamente podian dormir sentados, 
logran, después de la ligadura, poder 
dormir acostados sin molestia. 

Indicaciones. — 1. Descompensacion 
cardiaca ya no reductible al tratamiento 
médico en: (a) Cardiopatias arteriales. 
(b) Ciertos casos de embolias pulmonares 
de origen central y repetidas y (c) Cardio- 
patias mitrales. 

Este ultimo grupo parece ser el que 
mejores resultados ha dado, mas regulares, 
no siendo asi en los otros grupos, en donde 
se lée que los resultados han sido variables, 
encontrandose casos de alivio dramatico 
a la par de fracasos completos. 

Nuestra muy pequefa experiencia se re- 
duce a 8 casos mitrales y un caso de 
cardiopatia hipertensiva. 

2. Se nos ocurre que la ligadura de la 
vena cava podria indicarse como tiempo 
preliminar a cirugia mas radical sobre las 
valvulas en algunos casos que séan malos 
riesgos. Nos atrevemos a hacer esta 
proposicién, en vista de la mejoria tan 
halagadora que hemos podido apreciar en 
tres de nuestros cuatro pacientes. 

Contraindicaciones.—1. Trombosis an- 
tigua en ambos miembros inferiores. Esto 
haria la operacion inobjetiva. 

2. Trombosis intracardiaca. Aunque de 
diagnostico dificil, pero es de suponer que 
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seria una condicién empeorada por la 
operacion. 

Pre-operatorio.—Las medidas pre-oper- 
atorias estan a cargo del cardidlogo quien 
les administra Digital y Pronestyl hasta 
poner el corazon en las mejores condi- 
ciones posibles. 

Técnica.—Aunque algunos indican la 
anestesia local, nosotros hemos empleado 
la anestesia general con Protéxido-Eter- 
Oxigeno é intubacién intra-traqueal. 

La posicién del enfermo la creémos de 
mucha importancia. 

Lo colocamos acostado de lado, sobre 
el lado izquierdo, casi a 90° con el miembro 
inferior izquierdo extendido y el derecho 
en flexién, la cabeza y tronco en un plano 
mas alto, con lo cual logramos un acceso 
facil a la vena cava. 

En uno de los casos se trat6 de inducir 
la anestesia con la paciente en dectbito 
dorsal horizontal y la paciente se puso 
tan mal que hubo de suspenderse la 
anestesia y aplazar la operacién por al- 
gunos dias. 


La incisi6n que hemos usado es la misma 
propuesta por Félix R. Pearl en 1934 para 
la simpatectomia lumbar, (Fig. 14) y en 


ra I.Conen. 
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este sentido se cortan piel y tejido celular 
sub-cutaneo. E] oblicuo mayor y su fascia 
son cortados en la direccio6n de sus fibras, 
direccién que coincide con la direccioén de 
la incisibn mas 6 menos. Los miusculos 
pequenio oblicuo y transverso, no se cortan 
sino solamente se separan sus fibras como 
en una incision de Mc. Burney (Fig. 1B), 
hasta llegar a la fascia transversalis y 
peritonéo; luego se reclina todo el con- 
tenido abdominal hacia el lado izquierdo 
del enfermo hasta descubrir la vena cava, 
a la cual se le ponen dos 6 tres ligaduras 
con seda No. 5; estas ligaduras van 
colocadas a una altura media entre la 
desembocadura de las venas renales y la 
confluencia de las_ iliacas primitivas 
(Fig. 2). 

Post-operatorio—Como cuidados post- 
operatorios, lo unico especial que hemos 
hecho es la administraci6n de anticua- 
gulantes durante 8 6 10 dias con controles 
constantes del tiempo de Protrombina. 

Por supuesto, y como condicion sine qua 
non, estos pacientes son vigilados todo el 
tiempo en estrecha colaboracion entre el 
cardidlogo y el cirujano. 

Complicaciones.—En estos cuatro casos 
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TC ohen. 


Fig. 2. 


tuvimos una muerte, a las 18 horas de la 
operaci6n, de un accidente cerebral, en 
un paciente de 58 afios con cardiopatia 
hipertensiva. 

En las sobre-vidas no tuvimos ninguna 
complicacion, pero valga decir que se han 
citado: flebitis, flebotrombosis y hemorra- 


gia. 
RELATO SOMERO DE LOS CASOS 


Caso 1.—Sr. A. G. de 58 ajios, con cardio- 
patia hipertensiva é insuficiencia renal. Murié 
18 horas después de la operacion de accidente 
cerebral. Operado el 16 de Septiembre de 
1950. 

Caso 2.—Sra. A. de C., de 31 ajfios, con 
insuficiencia cardiaca irreductible de origen 
mitral. Con ascitis abundante. Disnéa de es- 
fuerzo y no puede acostarse sin respaldo. 
Edemas en los miembros inferiores. Oliguria. 
Fué operada el 22 de Enero de 1951. Con 
administraciones ocacionales de Digital, estuvo 
bien, saliendo a la calle y al cuidado de sus 
chiquitos hasta Julio del mismo afio en que 
fallecié, después de pocos dias de insuficiencia 
cardiaca aguda. 

CASO 3.—R. de M. de 30 afios, sufre de in- 
suficiencia cardiaca por doble lesiédn mitral. 
Ascitis que simula embarazo de 9 meses. 
Higado llega abajo del ombligo. Disnéa. Palpi- 
taciones y Oliguria. Operada el 26 de Marzo 
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de 1951. Esta bien hasta la fecha, al cuidado 
del hogar, sin ascitis; sin edemas y viene a 
la clinica periéddicamente, teniéndo que hacer 
un viaje en auto-btis de 120 kilometros cada 
vez que viene. El Dr. Fernandez le aconseja 
Digital en ocasiones. La enferma esta muy 
complacida con la operacioén y se crée curada. 

Caso 4.—Sr. J. A. M. Hombre corpulento 
de 36 afios que esta todo el tiempo sentado 
en su cama en una situacién de verdadera 
angustia. Ascitis. Hepatomegalia. Edemas en 
los miembros inferiores. Oliguria. Este paci- 
ente fué operado en condiciones precarias el 
21 de Enero de 1952. Hasta ahora, cinco 
semanas después, ha tenido un alivio ver- 
daderamente dramatico. Ya resaumi6é el 50% 
de su trabajo habitual (oficinista). Viene a la 
oficina andando y se siente muy bien y com- 
placido. La accion psicolégica en este paciente 
ha sido excelente, es un hombre feliz y el 
mejor propagandista dela operacion. 


COMENTARIOS 


Desde luego la operacién aqui coment- 
ada no esta suficientemente estudiada y 
no ha transcurrido suficiente tiempo para 
derivar conclusiones definitivas y debe 
estimarse desde luego como una opera- 
cidn puramente paliativa cuyo alivio no 
se sabe alin cuanto puede durar pero en 
cambio se ha podido ya apreciar, aunque 
de nuestra parte en tan pocos casos, que 
puede dar un alivio casi inmediato, muy 
manifiesto, con desaparicién 6 disminu- 
cién muy apreciable de sigrios fisicos y 
sobre todo de sintomas, lo cual es muy 
estimado por los pacientes en quienes la 
accion psiquica de la operacién es extra- 
ordinariamente buena, tornando a paci- 
entes de condiciones angustiosas en indi- 
viduos aliviados y felices, aunque séa 
temporalmente. 

Se observa después de ésta operacidén, 
un fendmeno paraddjico y es que los 
edemas que los pacientes tienen en los 
miembros inferiores antes de la opera- 
cidn, desaparecen después que la circula- 
cién ha mejorado con la ligadura. N6 asi 
en pacientes de coraz6n sano en quienes 
se liga la cava; en éstos, el edema es 
seguro y marcado después de la opera- 
cin. 
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CONCLUSIONES 


1. Hemos presentado 4 casos de in- 
suficiencia cardiaca tratados con ligadura 
de la vena cava. 

2. Es obvio que esta operaci6on no tiene 
suficiente base de estudio ni suficiente 
tiempo de observaci6n para derivar con- 
clusiones categoricas. 

3. La operacién estudiada es pura- 
mente paliativa y da alivio de duracion 
ignorada pero si es un alivio inmediato 
- manifiesto, siendo muy apreciado por 
los pacientes. 

4. Estos pacientes que son sujetos a la 
operacién, deben ser atendidos por el 
cardidlogo y el cirujano en estrecha co- 
laboracion. 

5. Se nos ocurre que la ligadura de 
la cava puede ser en algunos casos un 
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buen tiempo previo a operaciones mas 
radicales en las valvulas. 

Nota.—Este trabajo fué sugerido y 
hecho posible gracias al empeno del Doctor 
Jorge Fernandez Mendia, quien a su vez 
llev6 el control cardiolégico de los paci- 
entes por lo que queremos dejar expresion 
de nuestro agradecimiento. 

Igualmente, queremos agradecer al 
Doctor Isaac Cohen sus dibujos. , 
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Announcement 


International Section of Occupational Surgery 


The Executive Council of the United States Chapter and the Board of Trustees 
of the International College of Surgeons have unanimously approved the formation 
of an International Board of Occupational Surgery, the aims of which are (a) eleva- 
tion of standards for the practice of occupational surgery, (b) conservation of the 
health of the worker after occupational injury, (c) official recognition of this spe- 
cialty, (d) stimulation of interest in this field by students and members of the pro- 
fession, and (e) cooperation in the establishment of facilities for graduate educa- 
tion in occupational surgery by means of residencies in hospitals affiliated with 


medical schools, or their equivalents. 


For further details, address Dr. Arnold S. Jackson, Secretary, United States 
Chapter, International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, 


Illinois. 





Brief Histories of the Latin-American Chapters of the 


International College of Surgeons 


Peru: The Peruvian Chapter of the In- 
ternational College of Surgeons was 
founded on Sept. 19, 1941, in Lima, under 
the leadership of Prof. Dr. Francisco 
Grafa. This Chapter, one of the first in 
South America, has been represented at 
every International. Assembly and has 
been exemplary in its loyalty and devo- 
tion to the interests of the College. 

On March 24 to 27 inclusive, 1946, the 
Fifth International Assembly was held in 
Lima, at which time delegations from 
every Chapter and all countries convened 
to participate in the scientific programs 
and operative clinics arranged by the 
Peruvian Chapter. The Assembly was 
opened by the President of the Republic 
of Peru, His Excellency, Dr. José Luis 
Bustamante y Rivero, who was assisted 
by the Ministers of the Republic, the 
members of the Diplomatic Corps, the 
Rector and Deans of the University of San 
Marcos and the Presidents of the various 
Medical Academies and Societies of Peru. 

The present officers of the Chapter are: 
President: Prof. Dr. Francisco Graf, 

Professor of Surgery, San Marcos Uni- 

versity and Chief of Surgical Sections, 

Hospitals Guadalupe and Obrero; Past 

President, International College of Sur- 

geons 
Vice-Presidents: Dr. César Heraud, Lima; 

Dr. Fernando Wieland, Lima 
Secretary: Dr. Alberto Sabogal, Lima 
Treasurer: Dr. Amador Merino Reyna, 

Lima 


Argentina: The Argentine Chapter of 
the International College of Surgeons, 
now composed of over seven hundred 
members, was reactivated on Oct. 14, 1948 
under the Presidency of Prof. Dr. Carlos 
I. Rivas, Head of the Department of 
Clinical Surgery, La Plata University. On 
August 1-5, 1950, the Seventh Interna- 
tional Assembly of the International Col- 
lege of Surgeons was held in Buenos Aires 
at the invitation of the Argentine Chapter. 
This Assembly was one of the most bril- 


t 


560 


liant and one of the largest ever held by 
the College, and the Argentine Chapter 
spared no effort in preparing a very ex- 
cellent scientific program in which leading 
surgical specialists from all parts of the 
world participated. Among the European 
surgeons who presented papers were Prof. 
Dr. Raymond Darget, Professor of 
Urology, University of Bordeaux; Prof. 
Dr. Georges Duburg, Dean of the Faculty 
of Medicine, University of Bordeaux; Prof. 
Dr. José Soler-Roig, University of Barce- 
lona; Prof. Dr. Garcia Orcoyen, University 
of Madrid; Prof. Dr. Bastos Ansart, Uni- 
versity of Madrid; the late Prof. Dr. 
Henri Costantini, Prof. of Clinical Sur- 
gery, Faculty of Medicine, Algiers; Prof. 
Dr. Albert Lezius, Chief, Department of 
Surgery, University of Hamburg; Prof. 


Prof. Dr. Francisco Grafna, F.A.C.S., F.I.C.S. 
President, Peruvian Chapter 
Past President, International College of Surgeons 
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Dr. K. E. Kallio, University of Helsinki, 

and many others. Delegations from all 

countries attended, and the Assembly will 
be long remembered as a monument to 
the cooperation and loyalty of the Argen- 
tine Chapter. 

The present officers of the Chapter are: 

President: Prof. Dr. Jorge A. Taiana, Prof. 
of Thoracic Surgery, University of 
Buenos Aires 

lst Vice-President: Prof. Dr. Augusto 
Wybert, Professor of Clinical Surgery, 
University of Buenos Aires 

2nd Vice-President: Dr. Carlos Bergara, 
Professor of Dento-Maxilo-Facial Sur- 
gery, University of B. A. 

Secretary: Dr. Abel N. Canonico, Profes- 
sor of Clinical Surgery, University of 
Buenos Aires 

Treasurer: Dr. Roberto A. Goyenechea, 
Chief, Department of Anesthesiology, 
Institute of Thoracic Surgery, Buenos 
Aires 
Venezuela: The Venezuelan Chapter of 

the International College of Surgeons was 

founded in Caracas on Aug. 10, 1941 and 
is composed of the leading surgeons of 
that country. 

In memory of its first President, Prof. 


Prof. Dr. Alfredo Borjas, F.A.C.S., F.I.C.S. 
President, Venezuelan Chapter. 
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Prof. Dr. Hernan de las Casas 
First President, Venezuelan Chapter 

Dr. Hernan de las Casas. Dean of the 

Faculty of Medical Sciences of the Central 

University and Professor of Traumatic 

and Orthopedic Surgery, who was killed in 

a plane crash, the Venezuelan Chapter 

placed in the Home of the College a bronze 

bust executed by the world renowned 
sculptor, Prof. A. Montagutelli. His death 
was a great loss not only to the Interna- 
tional College of Surgeons, but to surgery 
at large. The mantle of leadership has 
fallen on the shoulders of Prof. Dr. 

Alfredo Borjas, Professor of Clinical 

Urology/and Chief of Surgery of the Hos- 

pital Vargas, Caracas. The other officers 

are as follows: 

Vice-President: Prof. Dr. José Manuel 
Espino, Professor of Clinical Ophthal- 
mology, Caracas 

Secretary: Prof. Dr. Franz Conde Jahn, 
Professor of Clinical Otorhinolaryn- 
gology, Caracas 

Treasurer: Prof. Dr. Luis Rodriguez San- 
tana, Chief of Urological Clinic, Caracas 
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Haiti: The Haitian Chapter of the In- 
ternational College of Surgeons was 
founded on 12 June 1950 at Port-au- 
Prince. The following officers were elected 
for the termi 1950-52: 

Honorary President: Dr. Martial Bourand, 
Honorary Dean, Faculty of Medicine 
and Ex-Professor of Clinical Surgery 

President: Dr. Antoni Lévéque, Professor 
of Surgery, Faculty of Medicine, Port- 
au-Prince 

Vice-Presidents: Dr. C. Hollant, Professor 
of Surgery, Faculty of Medicine, Port- 
au-Prince; Dr. V. Bellevue, Professor 
of Surgery, Faculty of Medicine, Port- 
au-Prince 

Secretary: Dr. Constant Pierre-Louis, Pro- 
fessor of Surgical Pathology, Faculty 
of Medicine and Chief, Department of 
Urology, University Hospital, Port-au- 
Prince 

Treasurer: Dr. Manes Liautaud, Chief 
Surgeon, Liautaud Clinic, Port-au- 
Prince 
The Haitian Chapter has held two scien- 

tific meetings since its formation and the 

spirit of scientific progress in Haiti is at 

a high level, particularly under the leader- 

ship of the present officers. The papers 

read at their meetings have been excep- 


Dr. Constant Pierre-Louis, F.I.C.S. 
Secretary, Haitian Chapter. 
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Dr. Antoni Lévéque, F.I.C.S. 
President, Haitian Chapter. 
tionally well prepared and we hope that 
the progress of this fine Chapter will be 
continuous and that many of our Fellows 
in adjacent countries will plan to attend 
future meetings in Port-au-Prince. 


Honduras: The Honduras Chapter of 
the International College of Surgeons was 
founded in Tegucigalpa on Aug. 10, 1941. 
Representatives of the Chapter have been 
present at all International Assemblies 
and the Chapter itself has held several 
scientific and business meetings. The of- 
ficers for the 1950-52 term are the fol- 
lowing: 

President: Dr. José R. Duron, Professor 
of Clinical Surgery, Faculty of Medicine 
and Chief, First Surgical Division of 
the Women’s Ward, Hospital General, 
Tegucigalpa 

Secretary: Dr. Henri D. Guilbert, Chief 
of Department of Plastic and Oral Sur- 
gery, Hospital General, Tegucigalpa 

Treasurer: Dr. Abelardo Pineda U., Direc- 
tor of Hospital General, Tegucigalpa 
and Chief Surgeon, Military Hospital 
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Dr. Alfonso Acosta Guzman, F.I.C.S. 


Presidente, del Capitulo Costarricense. 


Colombian Association of Surgeons Merges 
with Colombian Chapter of International 
College of Surgeons: The 143 members of 
the Colombian Association of Surgeons have 
combined with the Colombian members of the 
International College of Surgeons to form the 
Colombian Chapter of the College, according 
to an official announcement from the Inter- 
national Board of Trustees. This important 
merger adds many leading surgeons of the 
country to the Chapter’s list of distinguished 
members. 

The Colombian Chapter announces election 
of the following officers, who are also officers 
of the Colombian Association of Surgeons: 

President: Dr. Pedro Eliseo Cruz, Bogota; 
Chief, Department of Surgery, Faculty of 
Medicine of the National University 

Vice President: Dr. Marco Tulio Aquilera 
Camacho, Bogota; Professor of Surgery, 
Faculty of Medicine of the National Uni- 
versity 

Secretary: Dr. Antonio Ordénez Plaja, 
Bogota; Chief of Clinical Surgery, Hospital 
San Juan de Dios 

Treasurer: Dr. Alberto Vejarano L., 
Bogota; Chief of Clinical Surgery, National 
Radium Institute 
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Executive Council: 

Dr. César Augusto Pantoja, Bogota; Pro- 
fessor of Clinical Surgery, Faculty of Medi- 
cine of the National University 

Dr. José Miguel Huertas, Bogota; Surgeon- 
in-chief, Palermo Clinic 

Dr. Jorge E. Helo, Bogota; Associate Pro- 
fessor of Clinical Surgery, Faculty of Medi- 
cine, National University 

Dr. Alberto Delgadillo, Bogota; Surgeon, 
Department of Surgery, Faculty of Medicine, 
National University and Hospital la Samar- 
itana 

Dr. Mario Negret Lopez, Bogota; Assistant 
Professor of Surgery, Javeriana University; 
Surgeon, Surgical Clinic, Faculty of Medicine, 
National University 

Dr. Alfonso Pabon Pabon, Bogota; Surgeon, 
Surgical Clinic and Emergency Service, Hos- 
pital San Juan de Dios, National University 

Dr. Carlos Gomez Barragan, Bogota; Sur- 
geon, San José, Misericordia Hospitals 

A warm welcome to the new members of 
the Colombian Chapter is extended by the 
International Board of Trustees on behalf of 
the members of the International College of 
Surgeons. 


Prof. Dr. Cesar A. Pantoja, F.I.C.S. 
Member, Executive Council, 
Colombian Chapter. 
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Costa Rica: El Capitulo Costarricense 
del Colegio Internacional de Cirujanos 
fue inaugurado en San José, Capital de 
la Reptblica,. el 20 de Agosto de 1942 a 
las 21 horas, en el local del Colegio de 
Médicos y Cirujanos. Sus socios funda- 
dores son los Cirujanos de Consulta, los 
Jefes de Servicio y los Jefes de Clinica 
del centro médico-quirirgico mas impor- 
tante del pais, el Hospital San Juan de 
Dios. El] total de socios fundadores fue 
entonces de 22. Se acord6 que la directiva 
estaria formada por cinco miembros: 1 
Presidente, 1 Vice-Presidente, 1 Tesorero, 
1 Secretario, y 1 Pro-Secretario, y que 
éstos durarian 2 anos en sus puestos. 

El entonces Regente Nacional, Dr. 
Rafael A. Calder6én Guardia juramento a 
la primera Directiva que qued6 formada 
por: 

Doctor Vicente Castro Cervantes: 

Presidente 
Doctor Benjamin Hernandez Vega: 

Vice-Presidente 
Doctor José M. Ortiz Céspedes: 

Secretario 
Doctor Rafael A. Grillo Ocampo: 

Pro-Secretario 
Doctor Antonio Facio Ullos: 

Tesorero 

De entonces a esta fecha se han verif- 
icado 28 sesiones (entre ordinarias y ex- 
traordinarias) y ha habido tres cambios 
de directiva. 

Ha habido varios “Meetings” en los 
cuales se han presentado trabajos or- 
iginales de Cirugia y se han proyectado 
algunos films cientificos. 

Debido a la situacién politica del pais 
en los ultimos afios, nuestras actividades 
fueron paralizadas. 

Algunos miembros del Capitulo Cos- 
tarricense han llevado representacién a 
Congresos. Dos doctores Alvarez Iraeta y 
Urpi Rodriguez llevaron la representacion 
al Congreso de Lima-Pert, y el Dr. Vega 
Rodriguez al Congreso de Ginecologia en 
México. El Dr. Alvarez Iraeta llevara 
representacién el mes entrante a la clinica 
Mayo. 

Actualmente el nimero de Fellows es 
de 36, de los cuales dos han muerto tragica- 
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Dr. José M. Ortiz Céspedes, F.I.C.S. 
Secretario del Capitulo Costarricense. 


mente (los Dres. Rafael A. Grillo y Carlos 
L. Valverde Vega). De ello ha sido enter- 
ado el Colegio oportunamente. 

Por sugestion del Dr. Alvarez Iraeta, 
traida del Congreso Internacional veri- 
ficado en Lima-Pert, se formo un agreg- 
ante al Capitulo Costarricense, formado 
por los médicos radiédlogos y anatomo- 
patol6gos de nuestro pais, los cuales ya 
recibieron el diploma correspondiente. 

El mes préximo se convocara para la 
eleccién de la nueva directiva que fungira 
durante el bienio 1950-52. La actual direc- 
tiva la forman: 

Presidente: Dr. Alfonso Acosta Guzman 

Vice-Presidente: Dr. Jorge Vega Rodri- 
guez 

Secretario: Dr. José M. Ortiz Céspedes 

Pro-Secretario: Dr. Rafael A. Nujiez Her- 
nandez 

Tesorero: Dr. Ramiro Brenes Gutiérrez 
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Bolivia: El Capitulo Boliviano del Col- 
egio Internacional de Cirujanos, se fund6, 
e inauguro sus funciones el 13 de enero 
de 1944, en un brillante acto efectuado en 
el salén de honor de la Universidad Mayor 
de San Andrés de La Paz, con la asistencia 
del Excmo. Senor Embajador de _ los 
Estado Unidos de N. América, represent- 
antes del Ministerio de Higiene, catedra- 
ticos y médicos. Desde entonces y de 
acuerdo a _ sus estatutos, ha celebrado 
sesiones, unas de caracter académico y 
otras con asuntos inherentes a su régimen 
interno. 

Sus componentes no son solamente ciru- 
janos de La Paz, sino de otras ciudades 
de la republica, ya que segtin los preceptos 
de la Institucién, el mérito debe buscarse 
donde quiera se encuentre. 

Ausente de Bolivia su presidente, el Dr. 
Enrique St. Loup, por cerca de un afo, 
y ocupando su vice-presidente, el Dr. En- 
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Dr. Enrique St. Loup B., F.A.C.S., F.I.C.S. 
Presidente, Capitulo Boliviano 
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rique Hertzog, el cargo de Presidente de 

la Republica, el Capitulo hubo de recesar 

en sus actividades durante el afio de 1949. 
En la actualidad de prepara el ingreso 

de no menos de 15 miembros, muchos de 

ellos de las Facultades de Medicina de La 

Paz, Sucre y Cochabamba, y se contempla 

la posibilidad de realizar en el ano 1951 

la primera asamblea del Capitulo. 
1952 Officers: 

Presidente: Dr. Enrique St. Loup B., Pro- 
fesor extraordinario de Clinica Quirtr- 
gica y Titular de Historia de la Medi- 
cina, Escuela de Medicina y Cirugia, 
La Paz 

Vice-Presidente: Dr. Enrique Hertzog G., 
Embajador de Columbia a Espafna, 
Madrid 

Secretario: Dr. Valentin Gémez, Profesor 
de Clinica Quirtrgica, Escuela de Medi- 
cina y Cirugia, La Paz 

Tesorero: Dr. Claudio Calderén Mendoza, 
Jefe del Departamento Médico de la 
Caja del Seguro y Ahorro Obrero, La 
Paz 


El Capitulo Mexicano Del Colegio Inter- 
nacional De Cirujanos: El] Capitulo Mexi- 
cano del Colegio Internacional de Cirujanos 
se constituy6 en la ciudad de México el 20 
de marzo de 1939, siendo cronolégicamente el 
segundo Capitulo del Colegio. Celebré su 
primera sesion el lo. de diciembre de 1939. 

La primera asamblea internacional reali- 
zada fuera de los Estados Unidos fué la III 
Asamblea Internacional del Colegio Interna- 
cional de Cirujanos, que tuvo lugar en la 
ciudad de México del 10 al 14 de agosto de 
1941, a invitacion del Gobierno Mexicano y 
organizada por un Comité designado por el 
Capitulo Mexicano, que labor6é bajo el alto 
patrocinio del sefor Presidente de la Re- 
publica. La Cancilleria Mexicana invit6 oficial- 
mente a los Gobiernos de los paises amigos, 
para acreditar delegados nacionales y repre- 
sentativos cientificos, que acudieron brillante- 
mente en numero y calidad. 

El Capitulo Mexicano ha participado cien- 
tificamente en todas las Asambleas Interna- 
cionales del Colegio hasta la fecha, y actual- 
mente se prepara para tomar parte en la VIII 
Asamblea Internacional, que tendra lugar en 
Madrid del 19 al 24 de mayo de 1952. 

El Capitulo Mexicano se encuentra ahora 
trabajando empenosamente por el engrandeci- 
miento del mismo y del Colegio. Se proyecta 
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la realizacion en la ciudad de México de una 
magna Asamblea Nacional, que _ probable- 
mente se reunira conjuntamente con otra del 
Capitulo de los Estados Unidos, procurando 
la participaciéfi -de representativos de los 
diversos Capitulos Nacionales del Colegio, asi 
como de distinguidos cirujanos con caracter 
nacional e internacional. 

Para el nimero especial del Journal dedi- 
cado a Ibervamerica-Latin Americai. 


Relatorio das Atividades do Capitulo 
Brasileiro do Colégio Internacional de Cir- 
urgioes: Atendendo 4 solicitagao do Snr. 
Presidente do Colgio Internacional de 
Cirurgioes, Prof. Dr. Francisco Grafa, Prof. 
Max Thorek, o Dr. José Avelino Chaves, 
trouxe dos Estados Unidos, aincumbéncia de 
reorganizar e estabelecer definitivamente o 
Capitulo Brasileiro. 

Devidamente credenciados, conforme cartas 
de 18 de Marco de 1948 e de 9 de Fevereiro 
de 1949, respectivamente do Prof. Carlos 
Gama e do Prof. Thorek, o Dr. José Avelino 
Chaves, o Prof. Dr. Carlos Gama, o Dr. Se- 
bastiao Hermeto Junior, fizeram um convo- 
cacao aos elementos mais representativos da 
cirurgia geral e especializada da Sao Paulo, 
para uma reuniao de fundacao do Capitulo 
Brasileiro em 30 de Maio de 1949. Nesta 
reuniao realizada na Sociedade de Medicina 
e Cirurgia de Sao Paulo, compareceram 34 
cirurgides, que passaram a ser sécios fundado- 
res tendo sido eleita a seguinte Diretoria 
provisoria. 

Presidente—Prof. Dr. Carlos Gama 

Vice Presidente—Dr. José Avelino Chaves 

Secretario—Dr. Sebastiao Hermeto Junior. 

A Diretoria proviséria entrou imediata- 
mente em entendimentos com os antigos Mem- 
bros do Colegio Internacional no Rio de 
Janeiro, procurando obter a colaboracéo dos 
mesmos. 

Em Assembléia Geral de 2 de Agosto de 
1949, foi aprovado, o ante-projeto dos Esta- 
tutos e Regulamentos tendo sido eleita a 
primeira Diretoria, que com o atual Congresso 
encerra o seu mandato. 

Por carta constitucional da alta Direcaéo do 
Colegio Internacional de Cirurgioes, de 17 
de Agosto de 1949 ficou definitivamente re- 
conhecido o Capitulo Brasileiro, cujos Estat- 
utos e Regulamentos foram registrados em 
14 de Outubro de 1949, sob o numero de 
ordem—1873, livro A, n-t-mero 2 no Cartério 
do 3° Oficio do Registro de Titulos e Docu- 
mentos, constituindo uma Sociedade Civil 
e Cientifica de pessoa Juridica. 


t 


APRIL, 1952 


Em 30 de Setembro de 1949 na Biblioteca 
Publica Municipal, teve lugar a _ instalacaéo 
solene e posse da primeira Diretoria eleita do 
Capitulo Brasileiro. 

A Secretaria do Capitulo Brasileiro in- 
stalada no Servico de Neurologia da Santa 
Casa de Misericordia de Sao Paulo, mentem 
um sistema de ficharios e indices de todos os 
sdcios e aasuntos relacionados com as ativi- 
dades do Capitulo. A correspondencia até 
o momento enviada, atinge os seguintes 
totais: 

—Cartas, telegramas diversos 

—Circulares 

—Oficios—diversos 

—Circulares p/membros, jornais, etc.. 17.690 


Foram realizadas 66 reunides de Diretoria 
e 22 Assembléias Gerais, e 533 assuntos foram 
tratados e constam nas atas devidamente 
assinadas e inscritas nos respectivos livros. 

Foi de se lamentar o falecimento de 2 
soécios: o Prof. Dr. Eduardo Borges da Costa, 
—Honorary Fellow de Belo Horizonte e o Dr. 
Atila Barreira do Amaral—Fellow da Re- 
gional de Salvador. 

Durante a sua atividade o Capitulo Bra- 
sileiro recebeu varias distingdes com a eleicao 
de varios Membros para “Honorary Fellow” 
ou para Membros do Board of Trustees. 

Recebeu varias incumbéncias honrosas, 
entre as quais, a de orientar a organizacao 
de Capitulo Extrangeiros. 

Patrocinou varios Cursos Especializados, 
distribuiu Bolsas de Estudos e divulgou os 
mais significativos acontecimentos mundiais. 

Forneceu credencias aos varios Membros 
que empreenderam viagem ao exterior e com- 
pareceu ao VII Congresso Internacional de 
Cirurgia em Buenos Aires, ao qual levou 52 
trabalhos cientificos. 

De 26 a 30 de Setembro foi realizado o 1° 
Congresso Nacional do Capitulo Brasileiro 
cujo exito e brilhantismo superou 4 todas as 
expectativas. Foram realizadas sessdes cien- 
tificas, cujos trabalhos serfo publicados nos 
Anais. O problema do Padrao Minimo Hos- 
pitalar foi debatido e suas conclusdes publi- 
cadas. Todos os acontecimentos e resolugées 
do Congresso constam das respectivas atas. 

Ao terminar este sumario das atividades 
do Capitulo Brasileiro, nao podemos deixar 
de consignar os nossos agradecimentos 4 en- 
carregada da secretaria—Dna. Norma Ken- 
worthy pela valiosa colaboracéo que nos 
prestou. 

Dr. VIRGILIO A. CARVALHO PINTO, Secretario 





First National Congress 


Brazilian Chapter, International College of Surgeons 


HE first of the national Congresses 
[nies the Brazilian Chapter of the 

International College of Surgeons 
will hold every two years convened in Sao 
Paulo from September 26 to 30, 1951. Bril- 
liantly successful from start to conclu- 
sion, this Congress made a most auspicious 
beginning for the series of biennial na- 
tional meetings which this Chapter, or- 
ganized in 1949, will conduct. It was also 
an inspiration to the visitors from other 
countries, aroused enthusiastic interest 
and support on the part of government 
authorities and other influential Brazil- 
ians, and furnished incentive for in- 
creased activity of the national chapter 
and the several Regionals which have 
been organized. 


INF 


CIC. 
ACOES 


Opening with dignified ceremony in the 
auditorium of the Municipal Public Li- 
brary, the Congress was addressed by its 
Honorary President, the Governor of the 
State of Sao Paulo, Prof. Dr. Lucas 
Nogueira Garcez, a summary of whose 
remarks, together with those of a few of 
the other speakers, are appended. The 
Executive President of the Congress was 
the Founder President of the Brazilian 
Chapter, Dr. Carlos Gama. Among the 
guests of honor from other countries were 
the President of the Argentine Chapter, 
and Vice President of the International 
College of Surgeons, Dr. Jorge A. Taiana 
of Buenos Aires; the President of the 
Costa Rican Chapter, Dr. Jorge Vega 
Rodrigues; the Secretary of the Peruvian 
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Arrival at Sao Paulo Airport of the American delegation. 
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Part of audience at opening assembly—American delegates in front row. 


Chapter, Dr. Alberto Sabogal; the Presi- 
dent of the Bolivian Chapter, Dr. En- 
rique St. Loup B.; the President-elect of 
the United States Chapter, Dr. William 
Randolph Lovelace; and the Founder and 
Secretary General of the International 
College of Surgeons, Dr. Max Thorek. 
Among the public officials, social wel- 
fare, scientific, educational, military, and 
ecclesiastic authorities of Brazil who 
honored the Congress with their presence 
and interest were, in addition to the Gov- 
ernor of the State of Sao Paulo, the fol- 
lowing: the Rector of the University of 
Brazil, Prof. Pedro Calmon; the Rector 
of the University of Sao Paulo, Dr. 
Ernesto Morais Leme; the President of 
the Legislative Assembly, Dr. Diogenes 
Ribeiro de Lima; the President of the 
Chamber of Commerce, Dr. André Nunes; 
the Director of the Faculty of Medicine 
of the University of Sao Paulo, Prof. Dr. 
Jayme Cavalcanti; the Director of the 
School of Medicine of Sao Paulo, Dr. Al- 


varo Guimaraes Filho; the President of 
the Sao Paulo Association of Medicine, Dr. 
Jairo Ramos; the President of the Society 
of Medicine and Surgery of Sao Paulo, 
Dr. Carmen Escobar Pires; the represen- 
tative of the Minister of Education and 
Public Health of Brazil, Dr. Aureliano 
Brandao of Rio de Janeiro; the President 
of the Sao Paulo Section of the Brazilian 
Legion of Assistance, Senora Dna. Maria 
Carmelita Nogueira Garcez, wife of the 
Governor; the Mayor of the Capital, Dr. 
Armando de Arruda Pereira; the Secre- 
tary of Health of the State of Sao Paulo, 
Dr. Francisco Antonio Cardoso; and a 
representative of the Chief of Service of 
Hospital Assistance of the State, Dr. 
Telesio Perdigao. 

The highlight of the opening assembly 
was the impressive Convocation, the cere- 
monies for which included the conferring 
of diplomas upon new members of the 
Brazilian Chapter. 

On the second day, following a surgical 
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program at the Santa Casa de Miseri- 
cordia de Sao Paulo, the Surgical Re- 
habilitation Center of Santa Casa was in- 
augurated, with the founder of the In- 
ternational College of Surgeons, Dr. Max 
Thorek of Chicago, cutting the ribbon. 
Summaries of three of the speeches made 
on this occasion appear on succeeding 
pages. 

Throughout the Congress, the greatest 
enthusiasm was shown in formal and in- 
formal discussion of the general theme, 
“Minimum Standard of Installation and 
Organization of Hospitals in Brazil.’ An 
account of the development of interest in 
this subject among Brazilian doctors and 
health officials is contained in the address, 
published in summary on a later page, by 
Dr. Aureliano Brandao of Rio de Janeiro, 
who represented the Minister of Educa- 
tion and Public Health of Brazil. This talk 
was given at a special session on the of- 
ficial theme which was held on the second 
day of the Congress. The relator was Dr. 


Part of audience at opening assembly, including foreign delegates and members of Brazilian Chapter. 
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Odair Pedroso, Professor of Hospital Ad- 
ministration, University of Sao Paulo, 
and the correlators were Doctors Fer- 
nando Luz Filho, Sylvio Miraglia, José 
Giordano, José Humberto da Cunha, Joao 
Ribeiro Villaga, Arminio Lalor Motta, 
Joaquim Aurelio Cardoso, Emilio Navajas 
Filho, and Francisco Sizenando Junior. 
The correlators represented nine different 
Regionals of the Brazilian Chapter. Two 
days later, on September 29, a committee 
which had given intensive study to the 
subject before and during the Congress, 
presented its conclusions at a general as- 
sembly. These are embodied in the ‘‘Mini- 
mum Standard of Installation and Organ- 
ization of Hospitals in Brazil’ which is 
published on later pages. 

The concluding event of the second day 
was a session devoted to the installation 
of the International Club of Children’s 
Surgeons which was founded at the close 
of the Seventh International Congress of 
Surgery held in Buenos Aires in 1950. Dr. 
































José Maria Pelliza is President of the 
Organizing Commission of the Club. In 
three of the speeches made at the installa- 
tion, which are summarized on succeed- 
ing pages, will be found the aims of this 
important new club which held a series 
of scientific sessions during the Congress. 

In the morning of the third day, Sep- 
tember 28, a surgical program was held 
at the Escola Paulista de Medicina. Fol- 
lowing it, in the Municipal Public Library, 
was held a scientific session on several 
different subjects, with the following 
speakers: Doctors Alberto Sabogal, Lucas 
Monteiro Machada, Sebastio Hermeto 
Junior, Nairo Franca Trench, Octacilio 
Lopes de Carvalho, and Sebastiao Hermeto 
Junior. At a later scientific session, the 
theme was “Thoracic Surgery” and the 
speakers were Doctors Jorge A. Taiana, 
Aloysio Moraes Rego, José Hilario, Mario 
Degni, Joaquim S. Cavalcanti, and Nairo 
Franca Trench. This was followed by a 
session on “Abdominal Surgery” with the 
following speakers: Doctors Henrique St. 
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Loup B., Alberto Sabogal, Elpidio Vianna 
Cannabrava, Daher Cutait, Tinoco Cabral, 
Joao de Oliveira Mattos, Alipio Pernet, 
Eurico Branco Ribeiro, and Paulo G. 
Bressan. Later there was a showing of 
medical motion picture films. 

The surgical program in the morning 
of the fourth day was at the Hospital das 
Clinicas. The afternoon scientific session 
included subjects in several special fields: 
gynecology, urology, proctology, plastic 
surgery and orthopedic surgery, and the 
speakers were as follows: Doctors Lucas 
Monteiro Machado; José Saldanha Faria, 
Darcy Villela Itiberé, Bernardo Moreira 
Garcez, Arnaldo Godoy de Souza, Mario 
Degni, Plinio Brasil Filho, Daher Cutait, 
Adalberto Leite Ferraz, Moacyr Bos- 
cardim, Roberto Farina, Victor Spina, 
José Gomes da Frota, and Americo 
Nasser. 

At the closing assembly on September 
30, the Mayor of the City of Sao Paulo, 
Dr. Armande de Arruda Pereira, was 
among the speakers. A summary of his 


~ “Built in modern block st: le, this institution has modern equipment throughout. 
‘ ospital das Clinicas, Sao Paulo. 
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After the opening assembly. Left to right, Professors de Freitas, Turner, Ruzic, Owens, Babcock, 
Montenegro, Thorek, Vicente de Acevedo, Gama, Chaves, and Carvalho Pinto. 


talk appears on later pages, followed by 
condensations of two of the talks made 
at a luncheon for the delegates to the 
Congress given afterward by the Jockey 
Club of Sao Paulo. 

The social program, like all of the other 
events of this epochal Congress, was well 
planned and instructive as well as enjoy- 
able. It included luncheons, dinners and 
parties; tours to scientific centers such 
as the Pinheiros Laboratory, a pharma- 
ceutical laboratory, the Maternal and In- 
fant Center, the Pavilion of Clinical 
Orthopedics of the Faculty of Medicine in 
the Hospital- das Clinicas, and the Insti- 
tuto Medicamenta Fontoura; and cultural 
features including conducted visits to art 
museums and to film studios. 

The Brazilian Chapter was founded on 
May 30, 1949, and installed on September 
30 of the same year. A translation of its 
Constitution and By-laws is published on 
later pages. It has its headquarters in the 
largest hospital in Brazil, Santa Casa de 


Sao Paulo, which has 1,500 beds. Its 
officers at the time of the Congress, to 
whom great credit must go for planning 
and conducting an outstanding Congress, 
were as follows: President, Dr. Carlos 
Gama; Vice President, Dr. Sebastiao 
Hermeto Junior; Secretary, Dr. Virgilio 
A. Carvalho Pinto; Treasurer, Dr. Eurico 
Branco Ribeiro. The officers installed to 
take office following the Congress for a 
2-year term are as follows: President, Dr. 
José Avelino Chaves; Vice President, Dr. 
Rodolpho de Freitas; Secretary, Dr. 
Waldyr da Silva Prado; Treasurer, Dr. 
José Maria Cabello Campos. The Presi- 
dent-elect to be installed in 1953 is Dr. 
Oscar Cintra Gordinho. 

Gratified by the success of the first Con- 
gress of the Brazilian Chapter, Governor 
Nogueira Garcez of the State of Sao Paulo 
has officially invited the International 
College of Surgeons to hold its Ninth In- 
ternational Congress of Surgery in the 
city of Sao Paulo in 1954. 





His Excellency the Governor of the State of Sao Paulo, Dr. Lucas Nogueira Garcez. Dr. Garcez served 
as Honorary President of the First National Congress of the Brazilian Chapter of the International 
College of Surgeons. 
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Summaries of Addresses at the Opening Assembly 


ProFessor Lucas Nocueira Garcez, Gover- 
nor of the State of Sao Paulo; Honorary 
President of the First National Congress of 
the Brazilian Chapter of the International 
College of Surgeons: 


HAVE the pleasure to greet, in the 
| name of the Governor of the State of 

Sao Paulo, all the members of this 
Congress, -‘many of whom come from far 
away lands, enhancing with their pres- 
ence the success of the meeting. Aware 
of the important cultural and scientific 
significance of this Congress, the Gover- 
nor is giving his personal consideration 
and support to this enterprise which is 
certain to be widely reflected in the 
medical and surgical circles not only of 
this country but also of the whole world, 
because of the world famous names asso- 
ciated with it. Fortunately, through the 
Brazilian Chapter, we are receiving the 
beneficent effects of the lessons of this 
teaching organization and of this frater- 
nity, the International College of Sur- 
geons, founded to establish common ties 
among surgeons from all countries, aiming 
to promote the highest surgical standards 
in the whole world, regardless of nation- 
ality, religion, or race. This fraternity 
has been showing to the world the truth 
implied in Pasteur’s statement, “Science 
does not belong to any country, because 
knowledge is a patrimony of humanity.” 
Therefore all of us must cooperate in the 
fight against suffering. 

We recognize surgery as one of the 
most cultivated branches of medical sci- 
ence. For obvious reasons, among which 
is the terrible one of war, the progress 
of surgery is more marked of late, pre- 
senting many times even fantastic ad- 
vances. This is not due to fate but is the 
result of an uninterrupted, constant 
struggle against prejudice, particularly 
against the idea that technique is opposed 
to philosophy, practice opposed to science, 
as if experience denied instead of confirm- 
ing knowledge. 


As a result of the wars which have in- 
volved surgeons from all over the world, 
surgery has developed not only as a tech- 
nique, but also as a science which all of 
us respect and admire, bearing as-it does 
the unmistakable seal of human intelli- 
gence. 

Wishing success to this Congress, I 
convey to all its members the complete 
cooperation of the Governor of the peo- 
ple of Sao Paulo, expressing at the same 
time the great satisfaction that it would 
give to Paulistas, and in particular to my 
Government, if the International College 
of Surgeons would select our Capital as 
the site of the Ninth International Con- 
gress to take place in 1954 during the cele- 
bration of the Fourth Centenary of the 
foundation of the City of Sao Paulo. 


Pror. Dr. Cartos Gama, F.B.C.S., F.I.C.S. 
(Hon.), President of the Brazilian Chapter; 
Trustee of the International College of Sur- 
geons: 


As President of the Brazilian Chapter 
and Executive President of this Congress, 
I feel that I shouid relate briefly the for- 
tunate circumstances which brought about 
the founding of the International College 
of Surgeons and the organization of the 
Brazilian Chapter and of this Congress. 

When in 1935 Dr. Max Thorek founded 
the International College of Surgeons in 
Geneva, he saw clearly that it would ex- 
tend over the entire world, bringing all 
surgeons together into one large family. 
He saw the need for bringing about mu- 
tual cooperation and understanding 
through a sound, humane organization. 

This was precisely the kind of organ- 
ization that was established in Brazil. 
Brazilian surgeons, despite strong desire 
to unite, were widely scattered and out 
of contact with one another. As soon as 
they learned of the International College 
of Surgeons, however, they joined to- 
gether under its banner. The interest 
shown by the College was most encour- 
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aging. One proof of it is the number of 
foreign delegates present at this Congress. 
The same interest was shown by the es- 
tablishment of regional Brazilian chap- 
ters. At some of these initial ceremonies, 
delegates from foreign chapters were 
present. It is this feeling of brotherhood, 
of mutual esteem, of understanding, of 
companionship which unites us and makes 
us strong. 

The statutes declare that the purpose 
of the College is to improve medicine by 
means of specialized courses, scholarships 
and congresses. They stipulate that the 
College should support the good causes 
of medicine, cooperating with the Inter- 
national Red Cross in times of great 
catastrophes, such as wars and epidemics. 
They set forth that the College should 
bring surgeons together in one brother- 
hood of mutual understanding. Its great 
strength lies in the fact that it is a homo- 
geneous group, organized and directed 
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with one idea in mind: to bring the bene- 
fits of its knowledge and skills to cure the 
sick. Our College is strong because, unlike 
other organizations limited to great cities, 
it spreads its welcome over all Brazil 
through an organization which is abso- 
lutely democratic and just. 

No one person can be named as the 
founder of the Brazilian Chapter. It is 
actually the result of unanimous agree- 
ment of all its members from whom came 
the idea to bring together Brazilian sur- 
geons of all regions in one Congress to be 
held in the headquarters of the Sao Paulo 
chapter. The theme, “The Basic Standard 
for Hospital Installation and Organiza- 
tion in Brazil’ was enthusiastically ac- 
cepted. 

During one of the Directorate’s many 
meetings to study ways in which the 
Chapter could improve hospital conditions 
in Brazil, it was suggested that the In- 
ternational College of Surgeons distribute 


Honorary President of the Congress, Professor Lucas Nogueira Garcez, Governor of the State of Sao 
Paulo, delivering the official address in the auditorium of the Municipal Library. 
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Faculdade de Medicina da Universidade de Sao Paulo and Hospital das Clinicas. This medical school 
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has been rated Class A by the American Medical Association. 


diplomas to the best all-around hospitals, 
thereby insuring the doctors and patients 
of satisfactory service and stimulating 
the less well organized and equipped hos- 
pitals to improve and earn the distinction. 
This proposal was approved by the Board 
of Trustees. Since, however, minimum re- 
quirements for the diplomas had not yet 
been set forth, it was resolved to choose 
as the official aim of this Congress: “The 
Determination of a Basic, Minimum, Es- 
sential Hospital Plan.” We set up a demo- 
cratic system to enable us to analyze the 
opinions of doctors, surgeons, hospital ad- 
ministrators and others interested. Our 
objective was widely publicized in all the 
regions. An official secretary in Sao Paulo 
and a co-secretary in every region were 
elected to collect opinions from everyone 
available. At a meeting held in Belo 
Horizonte on May 1, 1951, fundamental 
requirements were established for the 
survey. 


During this present Congress these re- 
ports will be presented. While the other 
activities are in progress, those in charge 
of the subject will study carefully the ma- 
terial collected. During the final sessions, 
the results will be condensed in motions 
to be presented to the government in re- 
turn for the help given. We shall then 
have established the minimum pattern of 
Hospital Installation and Organization in 
Brazil and as a result be able to classify 
Brazilian hospitals. 

Upon completion of the Seventh Inter- 
national Congress of Surgery in Buenos 
Aires in August, 1950, the surgeons spe- 
cializing in children’s surgery decided to 
found an international organization not 
only scientific but social, and for that rea- 
son they named it International Club of 
Children’s Surgeons. On that same oc- 
casion, they decided to inaugurate the 
society in Sao Paulo during this Congress. 
Under the protection of the International 








Foundation helped the school during its early years. It is supported by the State government and recog- 


nized throughout the country. 


College of Surgeons, this new medical 
organization was born in Argentina, and 
is now being officially inaugurated in 
Brazil. On the surface it seems mere coin- 
cidence. In reality it is proof of the initi- 
ative and the prestige of South American 
medicine which receives through the In- 
ternational College of Surgeons the sup- 
port of universal medicine. 

In the name of the Directorate of the 
Brazilian chapter whose term will expire 
at the end of this Congress; in the name 
of the recently elected Directorate which 
will be installed today; in the name of 
the recently elected delegate of the Inter- 
national Club of Surgeons for Children, 
we extend our most cordial and warmest 
thanks to all who have in some way made 
this Congress possible. 


Dr. Rosperto Moreira, F.I.C.S., Representa- 
tive of the Regional of Ribeirao Preto, Brazil: 


I want to thank you for the honor of 
our admission in this Congress where 


such brilliant and outstanding figures of 
medical and surgical science are busy in 
the glorious work of spreading culture, 
binding together all of those who have 
the same spiritual and moral creeds. 

This ceremony has a deeply construc- 
tive nature. Besides its technical or pro- 
fessional problems, the College has a 
philosophical character which can be ap- 
preciated even by those who are _ not 
wrapped up in the secrets of surgical 
science. As clearly stated in the oath 
taken by its members, the College is also, 
and principally, a “fraternity.” It aims, 
above all, to bring men together, joining 
them in the common work of propagation 
of knowledge. This is not only sublime but 
also providential. We live in a time of 
great paradoxes. The great progress of 
science should lead people to spiritual 
unification, for two negative elements, 
time and space, have already been over- 
come or at least greatly attenuated. Fly- 
ing machines and radio overcome prac- 
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tically all distances and bind people to- 
gether. Unfortunately the unification is 
more apparent than real. Actually, the 
world is deeply divided. Two contrary 
and irreconcilable political systems, each 
directed by a big nation around which 
other nations are gathered, monopolize 
completely the attention of the universe, 
as foreseen more than a century ago by 
two great political thinkers, Tocqueville 
and Thiers. Their gloomy prophecies 
would fill us with pessimism, making us 
skeptical of the survival of civilization, 
were it not that institutions such as the 
International College of Surgeons remain 
alert to radiate superior ideals of under- 
standing and harmony. This Congress has 
this blessed purpose. By bringing out- 
standing scientific figures of many places 
together, it is cementing friendship among 
all peoples to further those high principles 
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which protect the existence of a peaceful 
world. 

Greeting you in the name of the Brazil- 
ian regionals, and wishing best success 
in your work, I exhort you to persevere 
in this noble task. 


Dr. Max Tuorek, F.I.C.S., Chicago, Founder 
and Secretary General, International -College 
of Surgeons: 


We are greatly pleased and honored to 
be present at and to participate in the 
First National Congress of the Brazilian 
Chapter of the International College of 
Surgeons and the First World Meeting of 
the International Club of Children’s Sur- 
geons. The International College of Sur- 
geons is a school in which we shall all 
be students as long as we live, to become 
more efficient not only in surgical art and 
science but also to do our utmost to help 


Orthopedic and Traumatology Clinic, located in the new block of the Hospital das Clinicas. In this 
block, with 350 beds and up-to-date equipment, orthopedic (chiefly poliomyelitic) and traumatic pa- 
tients will be treated. 
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Plans of Orthopedic and Traumatology Clinic are explained to visitors by Professor Godoy Moreira. 


mankind morally and physically, regard- 
less of race, nationality, or creed. 
Thinking idealistically, we are, primar- 
ily, civilized human beings whose primor- 
dial duty is to serve mankind—being sur- 
geons is secondary. Surgery is a divine 
gift and it concerns equally the rich and 
the poor. Since we founded the College in 
1935, the surgical world has become con- 
scious of its ideals and objectives. Today 
we can proudly say that these ideals have 
found an echo in all the chapters scattered 
throughout the civilized world. The 
Brazilian Chapter holds a high place in 
this connection. We wish to convey, per- 
sonally and publicly, in the name of the 
Council of this institution, our thanks to 
Professor Carlos Gama and to Dr. José 
Avelino Chaves, for their exhaustive work 
and for all they have done for the benefit 
of the Brazilian Chapter. The enthusiasm 
of Professor Gama and the cooperation 
of Dr. Chaves and his excellent collabora- 


tors made possible what, today, all the 
medical world admires: the Brazilian 
Chapter. Without the support of these out- 
standing men, this progress would have 
been impossible. The brilliant future of 
the International College of Surgeons is 
assured because of the cooperation of all 
of the surgeons who are interested in the 
welfare of mankind and in general world 
progress. 

This is our second visit to Brazil. We 
were here last year and, in this short 
lapse of time, the progress we can ob- 
serve is indescribable. We note in Sao 
Paulo intense activity in all sectors, and 
people who are so industrious and alert 
have to succeed in their undertakings, and 
this will, in the end, contribute to world 
prosperity. 

We take advantage of this opportunity 
to express our heartfelt thanks, in our 
name and in the names of our American 
colleagues who accompany us, for the sin- 
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cere and disinterested hospitality of the 
Brazilians, and we hope that every one 
of us will be able to contribute to the cure 
of this ill world which needs help and sup- 
port of all truly democratic nations. 


Dr. Jorce A. Tartana, F.A.C.S.,  F.LCS. 
(Hon.), Buenos Aires; President, Argentine 
Chapter, International College of Surgeons: 


The Chapters which make up the In- 
ternational College of Surgeons, the sur- 
geons of all the countries on this continent, 
bring to this magnificent assembly the 
warm and fraternal greetings of those 
who think and fight for the same ideals. 
The Congress which is being inaugurated 
today, thanks to the extraordinary ef- 
ficiency of Carlos Gama, thanks to the 
support of his colleagues and to the under- 
standing cooperation of the authorities, 
has chosen a central theme of intense im- 
portance in all of Latin America. 
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Our countries have contributed to the 
history of surgery with brilliant minds, 
skillful hands, and fertile research. Hos- 
pital organization, however, has been one 
of the chief concerns of recent genera- 
tions. We have become conscious of the 
fact that the Latin people have failed to 
use a great part of their riches because 
they have been developed in poorly or- 
ganized surroundings. 

This Congress, being Braziiian, will 
broaden the limits of surgery and of our 
country and will become an American 
congress of health, because of the im- 
portance of its objectives. It is right and 
good for men who work in different places 
to meet periodically to discuss methods, 
systems, and results. If the American 
countries unite their activities, America 
will become an_ invincible mountain 
against envy, falsehood, and all evil. Be- 
ing convinced of the importance of these 
ideas, I propose that the Second National 


Conference of officers. Left to right: Professors Rodolfo de Freitas, Jorge Taiana, Max Thorek, Carlos 


Gama, Oscar Cintra Gordinho, General Emanuel Ma 
Luz Fi 
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Congress of the Brazilian Chapter, in 
1953, be simultaneously a South American 
Congress of Surgery. The chapters of 
Brazil, Argentina,. Venezuela, Bolivia, 
Peri and all the surgeons of South 
America could meet in the state of 
Parana, which has been kindly offered as 
headquarters by the Governor of the State, 
Dr. Bento Munhoz da Rocha Neto, and 
by the Secretary of Health of the State 
of Parana, Dr. Piragibe Araujo. 
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We will work together for the develop- 
ment of our Chapters, to further cooper- 
ation between them and to spread scien- 
tific progress. We will unite all men in 
bonds of friendship over the mountains, 
across the rivers and the borders, because 
human thought has invisible wings. If the 
sole result attained by this Congress is 
the spiritual union of our peoples, it will 
have fulfilled one of its highest aims. 


Summaries of Addresses at Dedication of the Rehabilitation 
Center of Santa Casa 


SEPTEMBER 27, 1951 


Dr. Francisco Macuapo pe Campos, Acting 
Superintendent, Santa Casa de Misericordia: 


the Santa Casa de Misericordia in in- 

terim substitution for his Excellency, 
Dr. José Cassio de Macedo Soares, who 
has been a great force in this house, I 
have the honor to receive this visit of 
such high significance from the members 
of the International College of Surgeons 
who are meeting in this capital to com- 
memorate the First National Congress of 
the Brazilian Chapter. 

All of us feel that the opportunity for 
scientific culture afforded by your organ- 
ization and its activities is of great im- 
portance to our country. The interest of 
the College in improving the efficiency of 
hospitals and in influencing the building 
of more hospitals where needed is nat- 
urally welcome to health organizations. 

This hospital has a secular tradition 
dating from the last decade of the Nine- 
teenth Century. It has striven to follow 
the advances in medicine and surgery, 
always keeping in mind attention to the 
purposes for which it was created. From 
your visit to our various departments you 
have already been able to judge the load 
which weighs upon this organization. 
Admissions in 1950 of in-patients in the 
Central Hospital alone were 10,777, while 
there were more than 50,000 ambulatory 


[: the capacity of superintendent of 


case consultations. Surgical services ex- 
ceeded 8,000 operations. The figures are 
significant. However, there is still much 
to accomplish and to change in our de- 
partments. For this reason we consult 
each other, professionals and adminis- 
trators, in order to proceed with new 
plans of hospital improvement and scien- 
tific research. 

In accordance with the program of the 
Congress, you have seen what was of 
greatest interest to you. Now, because of 
a happy suggestion, we find ourselves on 
the threshold of a new section of our 
hospital, the Rehabilitation Center where 
the recently operated patient is placed in 
a special environment of comfort and 
assistance as a preliminary step to assure 
his recovery. This is quite a rational in- 
novation which divides perfectly the vari- 
ous stages through which the patient must 
pass, and this is where today we concen- 
trate great attention. 

In order to offer a very modest homage 
to Dr. Max Thorek, the meritorious 
founder of the International College of 
Surgeons, who honors us with his pres- 
ence, I have the pleasure to invite him to 
cut the ribbon which symbolically is the 
only obstacle which prevents our entry 
into the sick rooms of the Rehabilitation 
Center which we have just inaugurated. 


Dr. AvuRELIANO Branpao, Representative of 





vOL. XVII, NO. 4 


the Minister of Education and Health of Rio 
de Janeiro: 


Dr. Carlos Gama has asked me, as 
representative of the Minister of Educa- 
tion and the Department of Public Health, 
to say a few words in the name of those 
delegates whose presence here adds to the 
importance of this inauguration of one 
more technical and scientific workshop. 
vents such as this mark one more ad- 
vance in the surgical progress of this 
state. 

I speak as a great friend of Santa Casa, 
a school of medicine and surgery which 
best exemplifies the teaching and practice 
of modern medicine and surgery in this 
state. The center of rehabilitation which 
you have instituted is the result of your 
authority, experience and knowledge of the 
processes of physical and economic recov- 
ery of man. 

In the land of the Bandeirantes, we re- 
call the historical image of the first hos- 
pital erected in the Americas—that of 
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Cortez in Mexico in 1524, Santa Cruz of 
Braz Cubas in Santos in 1543, and a cen- 
tury later, the first hospital on Manhattan 
Island in New York. The hospital of our 
present day is a school of education and 
a house of recovery utilizing psychology, 
science and faith. 

We live in the epoch of chemical ther- 
apy, in a time when great conquests are 
occurring in the fight to cure and to eradi- 
cate disease. Such conquests do not over- 
shadow the fundamentals of preventive 
medicine. On the contrary, they fortify 
and illuminate the principles and diffuse 
them in the teachings and procedures in 
surgical workshops such as this. To the 
eminent builders of this memorable work, 
we extend our praise and our appreciation. 


Dr. Jose Ayres Netto, F.I.C.S., Clinical 
Director; President Emeritus, Sociedad de 
Medicine e Cirurgia de Sao Paulo: 


The agreeable task of welcoming the 
delegation of our colleagues from various 


* 
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Santa Casa de Sao Paulo, the largest hospital in Brazil (1,500 beds), home of the Brazilian Chapter. 
The first surgical session of the Congress was held in this hospital. 
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Santa Casa de Sao Paulo. Wards are built in separate wings. 











One of the wings of Santa Casa de Sao Paulo. Note authentic Gothic style. 
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American countries and from different 
regions of Brazil has fallen to the oldest 
niember of the house. 

The dedicated organizers of our first 
National Congress of the Brazilian Chap- 
ter of the International College of Sur- 
ceons should congratulate themselves. We 
coetors, despite what people say, under- 
:tand one another very easily—we follow 
the same roads, for some very long and 
,ough, for others shorter and smoother. 
\Ve are wood-cutters in the same forests— 
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for some, they are still virgin forests; for 
others they have already been cleared. All 
have the same roads, the same forests, 
the same weapons, the same goal: to give 
relief to those who suffer and to give pro- 
tection to those who ask for it. 

My dear colleagues, I welcome those 
who have come from far away bringing 
their lights to illuminate our path. I hope 
that their stay in Brazil, though short, 
will be pleasant. 


Mddvess Presented at the Session on the Official Theme 
of the Congress—Minimum Standard of Installation and 
Organization For Hospitals in Brazil 


AURELIANO Branpao, M.D., Rio de Janeiro, 
Representative of the Minister of Education 
and Health of Brazil: 


N VERY few occasions has Brazilian 
() Medicine assembled for so special 
and important a purpose as that 
of this first National Congress of the Bra- 
zilian Chapter of the International Col- 
lege of Surgeons. This is no accident. This 
convention is being held at a culminating 
point in the development of the Chapter 
and is the crowning moment of a methodic 
and constructive period of labor, filled 
with magnificent accomplishments. 

Other circumstances broaden the inter- 
est of this meeting, such as the realization 
of its fundamental idea so well expressed 
in the official theme; the program of work; 
and the ability of its organizers and par- 
ticipants. These mark an epoch in the 
history of Brazilian medicine. Medical 
conventions are many times confined to 
just setting forth doctrinal points con- 
veying recommendations and establishing 
conclusions. But this Congress may se- 
renely expect to be successful since it was 
based on a practical and general concep- 
tion of the immediate needs of the com- 
munity. 

The subject of standards for the instal- 
lation and organization of hospitals in 
Brazil is vital. Being brought up for the 
first time in this Congress, it starts a new 


crusade for hospital assistance in our 
country. The surgeons are not satisfied 
with the immeasurable wealth of surgery 
nor are they content with their glorious 
achievements. They search for something 
more on behalf of the people: the fusion 
of medicine and the promotion of the phys- 
ical, mental, and social welfare of the 
patient. Since 1918 the American College 
of Surgeons has been evolving standards 
for hospitals. Such initiative has speeded 
the progress of hospital systems in the 
United States. In visiting a hospital an 
ordinary person is impressed by the 
uniqueness of the building, the special 
nature of the equipment, and the com- 
plexity of the procedures. Of course, such 
a person does not realize how hard hos- 
pital problems have been through many 
centuries, from the time when temples 
dedicated to Esculapius were the only 
places for the care of the sick. The admin- 
istration of hospitals constitutes a spe- 
cialty which involves knowledge of modern 
administrative science which embraces the 
specialties of medicine and hygiene, of 
engineering and industry, without which 
a modern hospital would be impossible. 
We cannot ignore the fact that, in a hos- 
pital, only the best installations, the most 
competent personnel, and the most up-to- 
date equipment are sufficiently good. 
Experience, however, shows the neces- 
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Santa Casa de Sao Paulo. Specialties are distributed in separate blocks. 


sity for logical and practical planning. 
Comparative study of the basic require- 
ments and of the actual possibilities is 
needed. To objectively establish such a 
comparison within the Brazilian condi- 
tions, we shali have to outline the mini- 
mum standard for all aspects of organiza- 
tion: a minimum of personnel, of equip- 
ment and of installation, as well as a cor- 
,esponding minimum applying to diagnos- 
tic investigation and therapeutics and to 
observation and scientic research. It is 
not enough for a hospital to count on a 
highly qualified staff if its structural con- 
ditions are poor, its equipment leaves 
much to be desired, and its organization 
is out of date. Surgeons must contribute 
to the solution of the problem and it has 
therefore been brought up for discussion 
through the initiative of this College. It 
is now our responsibility to work out 
conclusions which require complete co- 
operation of other specialists and techni- 
cians of medical administration and pub- 
lic health. We regret that the little time 


granted to us has prevented our bringing 
a written, systematized account of the 
Army Medical Service. At present we 
administer a network of 27 hospitals with 
about 6,000 beds, spread over our territory 
from Amazonas and Para to Rio Grande 
do Sul, to which a continuous flow of 
drugs and technical material is sent to 
insure the normal maintenance of these 
establishments. This marvelous hospital 
system, and the budget limitations which 
its maintenance and development undergo, 
leads us to study the minimum standards 
of its organization and functioning. It is, 
therefore, with great interest that we 
follow the deliberations of this Congress 
with which we will actively cooperate. 

We Brazilian doctors have already 
learned to take out of the difficult circum- 
stances in which the world lives, the teach- 
ing that they really contain. Until prior 
to the Second World War, civil and mili- 
tary doctors scarcely knew each other. 
This caused a paradoxical separation of 
effort. It was in such circumstances that 
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the miracle of national unity became a 
reality, strengthened in the Emergency 
Courses which enabled the participation of 
millions of doctors in the reserves of the 
Army. The national medical class as- 
sembled at a medical service of the Army 
and, with the cooperation of influential 
medical associations and their most dis- 
tinguished members, established in June, 
1942, a Course of Military Medicine which 
incorporated more than 400 doctors in 
the reserves of medical service. The Asso- 
ciacao Paulista de Medicine also created, 
in April, 1943, the Department of Mili- 
tary Medicine which, under the direction 
of Ruy Faria, Moacir Navarro and Pedro 
Seope, was a positive instrument for this 
action. 

Within the anxiety in which the world 
has lived since then, we performed the 
miracle of uniting our medical profession, 
crystallizing it with the formation of 
Reserves. During the war doctors in other 
reserves paid valuable tribute to the Bra- 
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zilian Expeditionary Force. Today the 
Brazilian doctors are still in the medical 
service of the Armed Forces. The medi- 
cal profession is only one, and even con- 
sidering the complex applications of med- 
icine to the Armed Forces, all the activity 
of military doctors is firmly based upon 
the medical profession, of which medical- 
military specialization is simply a branch. 
Your advice and your experience are in- 
dispensable in solving specific problems 
of military medicine, because modern war 
Weapons are new and more destructive 
than ever. Against these weapons we are 
also forging adequate arms to save the 
lives of combatants. The result is felt in 
the war in Korea in terms of health pro- 
tection, life saving, and cures. From the 
standpoint of curative medicine, let us 
remember that in the last world war, 
out of 4 wounded soldiers who entered 
the hospitals, 3 returned to duty. This 
was the ratio of recuperation in the Amer- 
ican and in the Brazilian Forces. The 


———E 


Dr. José Ayres Netto, Director of Surgical Clinics, Santa Casa de Sao Paulo, speaking at inaugura- 
tion of Rehabilitation Center during the Congress. 
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Escola Paulista de Medicine and Sao Paulo Hospital. 
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The second surgical session of the Congress was 


held here on September 28. 


percentage of mortality during the war 
was estimated at 2.1%. This result is now 
being surpassed. Even in the mobile sur- 
gical hospitals, over remote areas, where 
the wounded are more affected by pre- 
carious conditions and cannot be removed, 
the mortality is lower than 1%. In a 
mobile hospital, 18,000 men were given 
medical and surgical treatments for a 
period of 3 months; only 40 of them died. 
Still more magnificent were the results 
obtained in the field of preventive medi- 
cine, considering that Korea has been the 
source of many extensive epidemics, 
spread all over the world, including chol- 
era, plague, dysentery, exanthematic ty- 
phoid and typhoid fever. 

It must be noted that soldiers during 
many campaigns remain long hours in 
swamps prepared for growing rice and 
fertilized with human excrement, with 
the water therein extremely polluted. 
Small pox is a permanent menace in that 
region. Not one case of such disease or 





typhoid fever or infectious hepatitis was 
found. The incidence of intestinal and 
respiratory ailments was lower than the 
aforementioned calculations. These over- 
whelming results are the results of the 
modern systems of campaign hospital 
administration. This in turn is an out- 
growth of the great wish to preserve 
human life and to reduce the damages of 
war. 

The Brazilian Chapter of the Inter- 
national College of Surgeons joins us in 
this glorious crusade for the first time, 
supporting the creative efforts of medi- 
cine. We have fought the fanatic dema- 
gogy of totalitarianism and, in victory, 
have made prevail the spirit of fraternity 
which has crystallized in the hearts of 
our people since colonial times. This is 
a medical Congress. May it enrich our 
arsenal with further weapons—weapons 
that will preserve and save human beings 
—and lives—and may we firmly use them 
so that we can go on conquering. 
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Summaries of Speeches at the Installation of the 


International Club of Children’s Surgeons 
September 27, 1951 


Dr. Vircitio pE CarvatHo Pinto, F.I.CS., 
Secretary, Brazilian Chapter, International 
College of Surgeons: 


ter of the International College of 

Surgeons, we extend to you the 
warmest greetings of the surgeons of 
Brazil. These greetings bear the spirit 
of friendship and solidarity with which 
the Brazilian Chapter has been following 
the efforts made by this organization since 
its birth at the time of the last Congress 
of the International College of Surgeons, 
held in Buenos Aires. The opportunity 
to hold this meeting is in itself reason for 


O' BEHALF of the Brazilian Chap- 


COLLEGE INTERNATIONAL” 


great satisfaction. Through their most 
outstanding members, all South American 
medical schools are represented. Every 
one of them brings the prestige of its own 
traditions. However, through the manifold 
scientific inspiration which guides them in 
the different countries emerges that supe- 
rior force which spans two oceans and 
two continents to bind scattered purposes 
together into a single common ideal: the 
care of children for the benefit of tomor- 
row’s world. 

The present century, with its creative, 
dynamic rhythm, is characterized by a 
zeal to revise scientific concepts. With 
respect to children, it has soon been proved 
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Organizers of the International Club of Children’s Surgeons, with its President, Dr. José Maria Pellizza, 
in the center. 
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that they are not merely adults in minia- 
ture but are human beings in special, dis- 
tinctive conditions. They are subject to 
rapid and progressive physical, functional, 
and psychic changes in the growing up 
stage, and have great power of recovery, 
and marvelous processes of organic repair. 

Adult surgery deals with anatomic 
forms already existing. Children’s sur- 
gery must be not only surgery of the 
present but of the future; it must foresee 
the changes of forms, the possibilities of 
injury and of cure in a growing organism. 
Therefore, the surgery of this period of 
life becomes principally physiological— 
different from the surgery of excision. It 
is surgery of evolution rather than involu- 
tion. Thus, the concept of growing up 
dominates the surgical pathology of chil- 
dren, imposing limits and modalities dif- 
ferent from those which apply to the 
surgery of adults. 

Everybody has a right to live. The re- 
habilitation of defective children, who pre- 
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viously were the object of pity with no 
hope for health nor chance to fee! 
the joy of the struggle for life, is one of 
the most beautiful pages of modern civili- 
zation. In conformance with their bitter 
fate they used to live isolated from the 
world, useless to their countries, perish- 
ing miserably in the old days. Today sur- 
gery presents great possibilities for their 
rehabilitation in order that they may 
bring the valuable contribution of their 
intelligence and of their work to their own 
community. 

In the name of the Brazilian Chapter, 
we express the wish that our common 
work, which has been so brightened by 
the light of your experience and culture, 
may be the seed of great benefits to our 
countries and to mankind. 


Dr. ALoysio GERALDO FERREIRA DE CAMARGO, 
F.I.C.S., Brazilian Delegate of the Interna- 
tional Club of Children’s Surgeons: 


I want to express my gratitude for the 


Closing session of the Congress, held on Sunday morning, September 30, presided over by the Mayor 
of the City of Sao Paulo, Dr. Armando Arruda Pereira. 
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honor paid to Brazil when you chose Sao 
Paulo as the place for your first meeting. 
The founding of the Club demonstrates 
clearly the great development reached 
by the specialty. Its objective has been 
to get together those who devote them- 
selves to children’s surgery in order that 
the experience of each country, of each 
service, and of each profession may be 
exchanged. These meetings which will 
take place every year in a different coun- 
try will give members opportunity to es- 
tablish friendly social relations with chil- 
dren’s surgeons in other countries. Thus 
the Club will be cooperating in establish- 
ing friendly relations among different 
countries. 

The presence of the First Lady of Sao 
Paulo, Mrs. Maria Carmelita Nogueira 
Garcez, is proof of her support to those 
who dedicate themselves to the care of 
children. She, as President of the staff 
of the Brazilian Legion of Assistance, has 
tried in every possible way to better pre- 
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natal care and the welfare of children. 

At this installation we should tell briefly 
about the beginning of this specialty 
among us in order that we may pay just 
homage to those who helped it in its early 
days. Auro Amorin was the pioneer. He 
persevered and finally won the battle for 
the specialization of the surgeon accord- 
ing to the surgical problems of thé child. 
Today his heart must be filled with pride 
at this ceremony, which is essentially a 
triumph of the viewpoint defended by 
him for more than ten years. He found 
great moral support in Prof. Dr. Raul 
Bricquet who supported the idea of this 
specialty by creating the first service of 
Natal Surgery in the country. This was 
in the obstetric clinic of the Medical School 
of the University of Sao Paulo. Thanks to 
his spirit which always encourages and 
stimulates good initiative, Professor Bric- 
quet is entitled to the gratitude of chil- 
dren’s surgeons. 


Tea party in the garden of the Hotel Pargue Balneario for Congress delegates in Santos on the 
afternoon of September 29. 
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Special post-Congress session of the Society of Medicine and Surgery of Sao Paulo to honor some for- 

eign delegates with the diploma of correspondent. Dr. Carmen Escobar Pires presided. The photograph 

shows the President Emeritus of the Society, “3 José Ayres Netto, presenting diploma to Professor 
Babcock. 


D. Maria CarMetita Nocueira Garcez, Presi- 
dent of the Regional Section of the Brazilian 
Legion of Assistance: 


As the President of the Regional Sec- 
tion of the Brazilian Legion of Assistance, 
I want to express my satisfaction for this 
new step taken on the road to the achieve- 
ment of social welfare. The L.B.A., which 
has been a pioneer in many enterprises, 
created in Sao Paulo the first Service of 
Children’s Surgery and sent a specialist 
to the Seventh International Congress of 
Surgery held in Buenos Aires. For this 
reason, its directors understand fully the 
importance of this meeting. 

No great social work can ever be 


achieved by other than teamwork. This 
lesson, which the Legion has been learn- 
ing through its activities, is here once 
more clearly shown. Here, too, the Gospel 
parable is repeated. The seeds to be sown 
will be many, the sowing will be constant 
and indefatigable because some will fall 
on barren earth, others will fall in between 
rock, but many of them will grow and 
will produce fruit for the benefit of all. 

Social welfare with the multiplicity of 
its problems has developed into a kind 
of collective worry. In the midst of the 
present doubts and confusions, it has be- 
come clear that mankind today will be 
saved only by the solidarity of mutual help 








Address of the Mayor of the City at Close of Assembly 


Dr. ARMANDO ARRUDA PeErerRA, Mayor of 
Sao Paulo: 


S MAYOR of this City I have the 
A privilege and the honor of welcom- 
‘ ing every member of this Congress 
and of thanking the Board of Directors of 
che Brazilian Chapter of the International 
College of Surgeons for the kind invita- 
tion to be present at this meeting. The 
people of the City of Sao Paulo are proud 
of your presence and of the work carried 
on by you. 

I am perfectly aware of your work and, 
as an humble student and observer of 
social problems, I commend you for your 
efforts in behalf of your fellow men. No 
profession feels more than you do the 
needs of the people because you accompany 
mankind from birth to death. 


a 


I listened attentively to the beautiful 
talk delivered by His Excellency Paulo 
Carneiro, the Brazilian representative to 
UNESCO, and I seize the opportunity to 
refer on this occasion to a great problem 
which was again brought to my mind 
because of several references made by 
His Excellency in the course of his talk. 
He referred to Universal Solidarity—and 
he emphasized that terms which separate 
people because of race or religious creed 
should not be used. 

I quite agree with the idea because every 
effort should be made to avoid impedi- 
ments to the friendship of people and 
nations. Despite these common ideas, His 
Excellency referred to Latin-America and 
Latin-Americans. I had to face this same 
problem during my presidency of Rotary 
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Installation of the International Club of Children’s Surgeons. View of the commission, presided over by 
Mrs. Maria Carmelita Nogueira Garcez, wife of the Governor of the State and President of the Brazil- 
ian Legion of Assistance in Sao Paulo. 
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Closing assembly. Professor Arnulfo Johow Schaeffer, dean of the Chilean delegates, delivers fare- 
well address on behalf of the foreign delegates 


Part of audience at closing assembly. The presence of ladies indicates the social interest, a pleasant 
aspect of the Congress. 
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Dr. Carlos Gama receiving Honorary Fellowship diploma from Dr. Max Thorek. 


s 


The Governor of the State, Professor Nogueira Garcez, as host at a cocktail party for Congress dele- 
gates in the Golden Room of the Campos Eliseos Palace. Left to right: General Marques Porto, 
Dr. Oscar Cintra Gordinho, the Governor, Dr. Thorek. 
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The Mayor of the City presents to Dr. Max Thorek a book with complete documentation of the Assem- 
bly. In this photograph are also seen Professors Carlos Gama and Jorge Taiana. 


International. I was fortunate enough to 
win the battle, fought during 14 years, 
and no more in Rotary literature appear 
references to Latin-America and Latin- 
Americans but rather to Ibero-America 
and Ibero-Americans. This designation, 
historical and geographical, does not bring 
to our mind the idea of races as the term 
“Latin-Americans” does. To anybody’s 
mind is bound to come the idea of Anglo- 
Saxon-America—and there you are: races 
and religions. We want only one America; 
it does not matter where you were born. 

There are many more Latin-Americans 
in the United States and Canada than in 
many of the so-called Latin-American 
countries. New York is supposed to have 


the largest population of Italian origin. 
They are just as much Latin-Americans 
as are the Portuguese, French or Spanish 
population of many of the American coun- 
tries. 

Iberia was the peninsula occupied by 
Portugal and Spain. The so-called Latin- 
American countries originated in Iberia; 
therefore, Ibero-America and Ibero-Amer- 
icans do not designate a race but rather 
the historical and geographical place from 
which they came. Please bear this idea 
in mind—there is no place in your pro- 
gram for this discussion, but think about 
it, spread it, and I am sure that you will 
be doing good work toward better under- 
standing and everlasting peace. 











Summaries of Two of the Addresses Given at Luncheon 


Sponsored by the Directorate of the Jockey Club 


ANTONIO DE Papua Morse, Director of the 
Jockey Club: 


The meeting of the first Congress of 
the Brazilian Chapter of the International 
College of Surgeons is a great honor to us 
Paulistas. Certainly a bumper crop of 
good fruit will be harvested from this 
event which has provided personal con- 
tact among outstanding figures of this 
exceedingly important branch of medicine, 
surgery. 

World renowned scientists and profes- 
sors, from Brazil as well as from foreign 
countries, are here together, imbued with 
the same faith, bound together by the 
same holy and unselfish longing for co- 
operation for the welfare of mankind, 
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The Director of the Jockey Club of Sao Paulo, Dr. Antonio de Padua Morse, addresses the luncheon 
guests. 
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joining the lights of their wisdom, their 
precious fund of knowledge, the strength 
of their privileged minds, for the solution 
of the great problems upon which man’s 
health depends. 

The directorate of the Jockey Club, 
whose policy it is to encourage initiative 
of cultural and philanthropic scope, could 
not be indifferent to this conclave of re- 
nowned figures of modern surgery. For 
this reason the club is offering you this 
get-together luncheon party in order to 
render its homage to the eminent scien- 
tists of this first Congress. 


Rodolfo de Freitas, F.I.C.S., Vice-Pres- 
ident Elect, Brazilian Chapter, Interna- 
tional College of Surgeons: 
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Main table at the Jockey Club luncheon. Center, Countess Guilherme Prates and Mrs. Gama. 


A keen observer would no doubt find it 
odd that the Jockey Club of Sao Paulo 
should sponsor a brilliant party to wel- 
come the delegates to this Congress. Why 
should a club dedicated to promoting horse 
races and with the objective of bettering 
horse breeding in Brazil, turn its atten- 
tion to a Congress of surgeons? 

If we study the development of the 
policy of the Jockey Club of Sao Paulo, we 
shall discover to the surprise of many and 
the enthusiasm of us all, that the men 
who form its Board of Directors have, 
for a long time, given special attention 
to their social environment, and have been 
sponsoring and supporting, morally and 
financially, many excellent social crusades, 
many useful scientific research projects, 


and medical aid for the poor. 

Since the International College of Sur- 
geons constitutes a real fraternity of 
surgeons, and since the high ideals which 
the Jockey Club proposes to reach are 
based on cooperation to relieve pain and 
suffering among men, we ask the eminent 
Board of Directors of the Jockey Club of 
Sao Paulo to put under their sponsorship 
the Brazilian Chapter of the International 
College of Surgeons. 

In the name of the Board of Directors 
of the Brazilian Chapter, and in the name 
of all those present here, I convey to the 
Board of Directors of the Jockey Club 
our most sincere thanks for the kind way 
in which it has welcomed our Congress. 














\ 










Parting at the airport. 


na a 
Departure of the American delegation at the Sao Paulo Airport on Sunday evening, September 30. 
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Minimum Standard For Hospital Installation and Organization 
in Brazil 





REPORT OF COMMITTEE 
BY DR. ODAIR PEDROSO, F.I.C.S. 


ian Chapter of the International Col- 

lege of Surgeons, in its meetings for 
the study of Hospital Standardization, 
arrived at the following conclusions: 

In the first place, it was decided that 
every hospital is to be within the Health 
Legislation and Construction Laws pre- 
vailing in the country. 

Owing to the complexities of standardi- 
zation in general, it was decided that 
initially the Brazilian Chapter of the 
International College of Surgeons should 
promote only the minimum required stand- 
ards for the hospital surgical theater and 
establish some general patterns for hos- 
pital organization essential to good serv- 
ice and results in that important part of 
the hospital. 

Standardization is justifiable for the fol- 
lowing reasons: 

1. It is an activity that stimulates all 
hospitals to put into practice good funda- 
mental principles for the most efficient 
assistance to patients. Its aim is to assure 
better care in all stages of illness or injury 
so that the patient may receive the best 
that medical science has to offer. It is, 
therefore, profoundly humanitarian in 
purpose. 

2. Standardization has contributed to 
the creation of a better working environ- 
ment, not only for the doctors but also 
for their nursing and other collaborators, 
enabling them to give to every patient 
the services recommended by the latest 
scientific developments. 

3. By adoption of the minimum re- 
quired under standardization, the hos- 
pitals are not deprived of their individu- 
ality. This, on the contrary, should be 
maintained. Nevertheless, the scientific 
aspects of the modern hospital are most 
important, and it is also necessary to 
maintain the humanitarian spirit of the 
institution. 

4. It is entirely possible for a hospital 


"Tian committee chosen by the Brazil- 


to be at the same time standardized and 
to maintain its individuality—to be both 
scientific and humanitarian. Standardiza- 
tion leaves open to any institution oppor- 
tunity to express its own personality. 

5. The true spirit of the movement is 
to stimulate an institution to develop 
itself individually in a way that may pro- 
mote efficient standardized scientific work 
made more effective through its individ- 
ual humanitarian attitude. 


GENERAL MINIMUM STANDARD 


I. The hospital shall have a regulation 
which promotes progress and con- 
stantly better assistance to the pa- 
tient. 

II. The hospital staff shall have a regu- 
lation which promotes its scientific 
and technical training and which co- 
ordinates its activities inside the 
hospital. 

III. Every hospital is to be administered 
preferably by a _ person specially 
trained in hospital administration, 
or, if this is not possible, by a doctor 
on the staff. 


MINIMUM STANDARD FOR THE 
SURGICAL THEATER 


A. Location 
I. Near the surgical wards. 
II. Preferably on the highest floors, 
away from dust and noise. 
III. Away from the traffic. 
B. Light and Heat 
The operating rooms of the Sur- 
gical Theater must be protected so 
that they receive light without 
direct exposure to the source, and 
heat through adequate distribution, 
properly protected. 
C. Composition 
I. Operating rooms: 
(a) Number: 1 room for every 50 
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beds in general hospitals, up 

to the maximum of 200 beds. 

In hospitals with more than 

200 beds, special studies have 

to be conducted. 

Size: 

a) 25 square meters at least. 

b) minimum width of 4 me- 
ters. 

Wash stands: 

Two wash stands will be required 

for each operating room, equipped 

with foot action taps and served 

with potable or sterilized water. 

Clothing room: 

The Surgical Theater must have a 

clothing room sufficient in size to 

contain proper uniforms for every- 

body who works therein. 

Anesthetic room: 

There must be an anesthetic room 

in the Surgical Theater. 

Sister office: 

A sister office for the supervisor is 

required in the Surgical Theater. 

Supply room: 

Proportionately to its size, every 

Surgical Theater must have ade- 

quate rooms for the washing and 

cleaning of instruments, prepara- 

tion of the material, linen and inci- 

dental storage, and room for the 

nurses to work. 

Equipment: 

The Surgical Theater must have 

equipment, instruments, and all the 

facilities needed for the operations. 


(b) 


D. Details in the Construction of the 
Surgical Theater 


. 


II. 


III. 





IV. Emergency illumination: 


Floor, walls and ceiling: 

The floor, the walls, and the ceiling 
of the operating rooms must offer 
adequate optical, aseptic, and hy- 
gienic conditions. 

Electrical connections: 

The operating room must have a 
grounding cord and all sockets and 
connections must be fireproof. 
Illumination : 

In the operating room there must 
be the best possible lighting. 
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Every operating room must have 
an emergency electrical unit always 
kept in good working condition. 


E. Sterilization 


I. 


II. 


Il. 


IV. 


Equipment for sterilization: 

The Surgical Theater must have 
an autoclave and a boiler for steri- 
lization of the material. 

Technique of sterilization: 

The material used in the Surgical 
Theater has to be sterilized in ac- 
cordance with the technique con- 
sidered perfect. 

Control: 

The autoclave must offer the guar- 
antee of control through recording 
the temperature in the Hg ther- 
mometer. 

Control cards: 

The sterilization control cards must 
be filled in and signed. 


F. Anesthesia 


I. 


Anesthesia is to be given only by 
a trained doctor. The anesthetic 
card must be filled in by the anes- 
thetist. 


G. Organization and administration of 
the Surgical Theater 


i 


II. 


III. 


IV. 





Direction: 
Administration of the Surgical The- 
ater will be exercised by a Sister 
qualified by a renowned nursing 
school and well trained in this spe- 
cial work. 

Staff : : 

People who work in the Theater 
have to be in sufficient number, 
according to the necessity of the 
work, and well trained for their 
duties. This training consists in 
classes on ethics, asepsis and steri- 
lization, besides routine operating 
room techniques. 

Regulations: 

The Theater regulations are a part 
of the general regulations of the 
hospital. 

Routines: 

The Theater shall have routine 
schedules of work to guarantee its 
proper operation, and the routines 
must be known by the staff. 
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V. 


VI. 


If. 


Ill. 


Evaluation of professional work or 

professional accountability: 

Every hospital will organize a file 

with means to enable the evalua- 

tion of the professional work of 
the surgeons. 

Medical record: 

(a) No patient is to be operated 
upon without a medical record, 
which must contain the provi- 
sional diagnosis made after 
clinical examination and the 
aid of laboratory data accord- 
ing to the circumstances. This 
medical record must be regis- 
tered and signed. 

(b) To the medical record will be 
added: description of the op- 
eration, anesthetic card, sur- 
gical diagnosis, and post-oper- 
ative follow-up. 


RECOM MENDATIONS 


Besides these rudimentary requisites, 
the Congress concluded that because of 
their importance there should be regis- 
tered at the end of the minimum standards 
in the Surgical Theater, the following 
items: 

I. 


The commission suggests that a 
study of the recognition of the spe- 
cialty be forwarded to the Board of 
Trustees of the International Col- 
lege of Surgeons. 

It has discarded the need of an 
aseptic operating room once the 
principles of aseptic technique in 
the Surgical Theater are followed. 
Every hospital must have a Blood 
Bank to supply the Surgical The- 
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IV. 


VI. 


VIII. 


IX. 
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ater, leaving its organization and 
location up to the special commis- 
sion. 

The Brazilian Chapter of the Inter- 
national College of Surgeons rec- 
ommends that hospitals make anat- 
omo-pathological examination of 
the specimens or material taken 
during the operations. 

Those responsible must be_ in- 
structed about possible gas explo- 
sions of some compounds used in 
anesthesia because of static elec- 
tricity. 

Recommends the use of the dispo- 
sition of 6 elements, in Dr. Otto- 
brini Costa’s paper. 

It is further recommended that the 
hospital organize its technical con- 
sulting committee with doctors of 
the staff, presided over by the clin- 
ical director. 

The Brazilian Chapter of the Inter- 
national College of Surgeons will 
establish, by its committees, cri- 
teria for the regulation of routine 
scheduled work in the Surgical 
Theater. 

The Commission recommends that 
the operated patient be followed up 
for a time long enough for appre- 
ciation of the results of the opera- 
tion. 

The Commission recommends that 
the Directorate of the Chapter sug- 
gest to the authorities that properly 
qualified technicians in hospital or- 
ganization be preferably employed 
for this job. 


Sao Paulo, September 29, 1951. 
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Constitution and By-Laws 
of the 





Brazilian Chapter 
of the 


International College of Surgeons 


NAME AND OBJECTIVES 
(1) The Brazilian Chapter of the In- 


ternational College of Surgeons 
was founded on May 30, 1949, 
and installed on September 30, 
1949. It has as its headquarters 
the city of Sao Paulo. It is or- 
ganized and recognized by the 
International College of Sur- 
geons (College International des 
Chirurgiens) of which it is a 
part and by whose Constitution 
and By-laws it is ruled with the 
necessary adaptations to our 
laws and policies. 


(2) The aim of this organization is 


to fight for the advancement of 
the Art and Science of Surgery. 


COMPOSITION 
(3) The Brazilian Chapter of the In- 


ternational College of Surgeons 
is composed of the 34 founder 
members who met in Sao Paulo 
with special permission of the 
President and Permanent Sec- 
retary General of the Interna- 
tional College of Surgeons; of 
the former members of the 
Chapter which had its headquar- 
ters in Rio de Janeiro; and of 
the other members later accepted 
by the Directorate of the Brazil- 
ian Chapter and approved by the 
Board of Trustees of the Inter- 
national College of Surgeons. 


(4) The Brazilian Chapter of the In- 


ternational College of Surgeons 
is a civilian and scientific society, 
of indefinite duration, with 
civilian registration of the judi- 
cial body, using the Portuguese 
language for all national corre- 
spondence and having its fiscal 


year in the period between Octo- 
ber 1 and September 30 of the 
following year. 


(5) The members of this society are 


not responsible for the financial 
obligations of the Directorate. A 
financial audit shall be made at 
the end of every two years. 


III. MEMBERSHIP 


(6) The members 


(7) 


(8) 


(9) 


(10) 


(11) 





are distributed 
under the following categories: 

a) Founder member. 

b) Fellow 

c) Associate 

d) Associate in Anesthesi- 

ology, Pathology or Radi- 
ology 

e) Junior 

f) Honorary 

g) Master 

h) Emeritus 

i) Benefactor 
Founder members: the 34 mem- 
bers who started the activities 
of the chapter in Sao Paulo. 
Fellows: surgeons with more 
than 10 years’ experience in the 
specialty who are devoted to the 
advancement of the Art and Sci- 
ence of Surgery. 
Associates: surgeons with more 
than 5 years and less than 10 
years’ experience in the specialty 
who are devoted to the advance- 
ment of the Art and Science of 
Surgery. 
Associates in Anesthesiology, 
Pathology and Radiology: spe- 
cialists with 10 years’ experience 
in the specialty who are devoted 
to its advancement. 
Juniors: surgeons with less than 
5 years’ experience, but who 
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furnish proofs of interest in the 
development of the Art and Sci- 
ence of Surgery. 


(12) Honorary: surgeons who have 


given valuable services to the 
College and to humanity. 


(13) Masters: surgeons of great repu- 


tation, who are known as men- 
tors of surgical generations. 


(14) Emeritus: surgeons of excep- 


tional merit worthy to be recog- 
nized. 


(15) Benefactors: people who have 


done great service to the College. 


(16) In order to be accepted, the can- 


didate to any rank of member- 
ship must be governed by the 
principles of high professional 
behavior and other qualities 
stated and emphasized by the 
International College of Sur- 
geons, regardless of color, race, 
nationality, political or religious 
creed, respected under the Brazil- 
ian laws. 


(17) The candidates must be proposed 


by two other members or by 3 
renowned surgeons of the coun- 
try in which they work and must 
produce a file showing their pro- 
fessional activities. 


(18) Transfer from one category to 


another may be effected upon re- 
quest of the member in accord- 
ance with the Constitution. 


(19) Besides the disciplinary penalties 


imposed by the International Col- 
lege of Surgeons, a member will 
be expelled from the membership 
panel if he refuses to carry out 
the payment of his fees or if 
after 5 years he has not demon- 
strated any interest in the ad- 
vancement of the Art and Sci- 
ence of Surgery. 


IV. EXECUTIVE COUNCIL 
(20) The affairs of the Brazilian Chap- 


ter of the International College 
of Surgeons are conducted by an 
Executive Council comprised of 
the following: 

President 
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President-elect 

Vice-president 

Secretary 

Assistant Secretary 

Treasurer 

Assistant treasurer 

Regents and presidents of 
Regional Chapters 


(21) Election of the Executive Coun- 


cil takes place 4 months before 
the members assume their duties, 
by a Council composed of 34 
Elector Delegates of Sao Paulo, 
by the former presidents of the 
Chapter, by the regents and 
presidents of the regional chap- 
ters, and by the elector delegates 
(1 for each group of 25 or frac- 
tion of 25 above 12). 


(22) All appointments are of 2 years’ 


term from the assumption, and 
council members are not eligible 
for reappointment. 


(23) In case of a vacancy, a substitute 


assumes the duties; a new elec- 
tion is obligatory if it is more 
than 6 months to the end of the 
term. 


(24) The President of the chapter 


shall: 

(a) preside at the assemblies, 
meetings of the Execu- 
tive Council and House 
of Delegates; 

(b) sign with the secretary 
the international corre- 
spondence and ecertif- 
icates requested ; 

(c) sign with the treasurer 
the orders for payment 
and checks; 

(d) represent the Chapter in 
social and public of- 
ficial meetings; 

(e) be the Immediate Past 
President of the Execu- 
tive Council, after serv- 
ing his.2-year term as 
President. 


(25) The President-elect shall: 


attend all meetings of the Ex- 
ecutive Council and acquaint 
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himself with the affairs of the 

Chapter. 

(26) The Vice President shall: 
substitute for the President 
when requested and assume the 
Presidency, in case of vacancy, 
until the installation of the 
new President. 

(27) The Secretary shall: 

(a) make a record of the as- 
semblies and meetings 
of the Executive Coun- 
cil and House of Dele- 
gates; 

(b) produce an annual report 
of the activities of the 
Chapter ; 

(c) sign with the President 
the diplomas and inter- 
national documents; 

(d) write and sign the na- 
tional correspondence; 

(e) fill cards for payment; 

(f) explain and receive ap- 
plication cards for can- 
didates to the College; 

(g) give certificates re- 
quested ; 

(h) distribute general notices 
and news for the news- 
papers; 

(i) distribute the work for 
paid personnel, when 
authorized by the Direc- 
torate. 

(28) The Assistant Secretary shall: 
substitute for the Secretary 
when necessary and assume 
the secretaryship in case of 
vacancy until the installation 
of a new Secretary. 

(29) The Treasurer shall: 

(a) receive all funds of the 
Chapter and keep them 
in the Bank chosen by 
the Directorate; 

(b) sign the receipts; 

(c) sign and make payments 
requested by the Secre- 
tary and with the visa 
of the President; 

(d) take care of the accounts 
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of the Chapter; 

(e) produce a_ semi-annual 
budget to the Directo- 
rate of the Chapter and 
to the Treasurer of the 
College; 

(f) send 50% of the income 
of the Chapter to the 
Treasurer of the Col- 
lege. 

(30) The Assistant Treasurer shall: 

(a) substitute for the Treas- 
urer when necessary 
and assume the treas- 
urership in case of va- 
cancy until the instal- 
lation of the new Treas- 
urer. 

(b) sign with the President 
or with the Treasurer, 
when absolutely neces- 
sary, bank documents. 


Vv. REGIONALS 


(31) The Regionals are organized by 
Regents nominated by the Di- 
rectorate of the Brazilian 
Chapter in the cities or regions 
where at least 10 members 
may congregate, being dis- 
solved when the number of 
members becomes less than 10. 

(32) The Regents shall: 

(a) at the beginning, organ- 
ize the Regionals of the 
Chapter ; 

(b) preside over the activities 
of the Regional until 
the President has been 
elected and assumes of- 
fice ; 

(c) take part in the meetings 
of the Directorate of the 
Chapter and vote in the 
deliberations. 

(33) The Regionals are operated by a 
Directorate composed of the 
President, Vice-president, and 
Secretary-treasurer, elected 4 
months before their assump- 
tion and with 2 years’ term. 

(34) The President of the Regional 

shall: 





(a) control his group of sur- 
geons; 
(b) take part in the meetings 
of the Directorate of the 
Chapter and vote in the 
deliberations; 
(c) preside at the meetings of 
the Regional, producing 
to the Directorate of the 
Chapter a record of its 
activities. 
(35) The Vice President shall: 
substitute for the President 
when necessary. 
(36) The Secretary-treasurer of the 
Regional shall: 
(a) take care of the corre- 
spondence; 
(b) receive the fees of the 
members; 
(c) keep 20% for the expenses 
of the Regional; 
(d) send 80% to the Treas- 
urer of the Chapter ; 
(e) produce a 6-month budget. 
(37) The Regional takes part in the 
election of the Directorate of the 
Chapter and other deliberations 
of the Council, with the vote of 
the Regent or of the President 
plus the vote of one delegate 
from each group of 25 members 
or fractions of 25 above 12. 

(38) The vote may be put personally 
in the voting box or sent in ad- 
vance by post in the envelopes 
distributed by the Directorate of 
the Chapter, with care that the 
vote be secret. 

VI. FEES AND DUES 

(39) The fees and dues for the mem- 

bers are as follows: 

Admission fee ..Cr. $1,000.00 

Annual dues ...Cr. $ 300.00 
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Annual! subscription 

to the Journal of 

the I. C. S....Cr. $ 200.00 
Diploma of Fellow 

esate veda ee Cr. $ 200.00 
Diploma of Associ- 

ate and Junior... 

ee Sey raed Cr. $ 150.00 

VII. MEETINGS 

(40) The Chapter will promote every 
2 years a National Congress in 
Sao Paulo or in any of the Re- 
gionals. 

(41) During the National Congress 
the House of Delegates will meet 
for deliberations on matters of 
interest to the Chapter. 

(42) The Chapter or any of the Re- 
gionals may promote at any time 
scientific meetings or receptions 
for distinguished persons who 
practice surgery. 

VIII. RULES OF ORDER 

(43) Any questions of order not pro- 
vided for in these By-laws shall 
be decided by the Constitution 
and By-laws of the International 
College of Surgeons. 

(44) Amendments to these By-laws 
may be made every 2 years, in 
the National Congress of the 
Chapter, with a majority of two- 
thirds of the votes of the House 
of Delegates, in accordance with 
Article 21. 

(45) Any amendment may be made if 
not contrary to the Constitution, 
by-laws and formalities of the 
International College of Sur- 
geons. 

Approved in the Assembly of the Brazil- 
ian Chapter on Sept. 29, 1951, and sub- 
mitted for the approval of the Board of 
Trustees to be put in execution. 





To have striven, to have made an effort, to have been true 
to certain ideals—this alone is worth the struggle. 





—Osler 




















Edhtorials 





Viridoptosis Malignans: A Neglected Entity 


Viridoptosis malignans (in lay lan- 
guage, greenness of the eyes, or envy) 
is unique among pathologic entities in 
several ways. First, it is the only disease 
of childhood that may, and often does, 
continue its attacks throughout life. Sec- 
ond, it is the only disease which in its 
epidemic form (viridoptosis malignans 
professionalis) displays a marked pre- 
dilection for the group over the individual 
patient; and third, it is the only known 
disease that metastasizes not within the 
organism but within the organization. 

Origin.—Viridoptosis malignans is one 
of the oldest as well as one of the most 
widespread diseases of man. The con- 
sensus is that the first cases were ob- 
served in the Land of Nod, to which Adam 
and Eve were banished when they were 
evicted from the Garden of Eden. 

Cause.—The specific cause, if there is 
one, remains unknown, but the condition 
is believed to be engendered by an un- 
named microorganism that subsists en- 
tirely on the odor of carrion. This lends 
color to the post-Edenic theory, since 
there was no carrion in Eden. Several 
contributory or predisposing etiologic 
factors, however, are well established: 
(1) extreme youth, (2) arrested develop- 
ment, (3) intractable egophilia, (4) 
mathophobia, (5) possession by devils, 
now euphemistically called the inferiority 
complex, and (6) fear. In the adult or in 
the organized group of adults the last- 
mentioned factor, fear, is invariably re- 
sponsible, though it may appear in any 
of several thinly masked forms. 

Incidence.—The disease may almost be 
called universal, since few escape an at- 
tack or two in a lifetime. Peaks of vir- 
ulence, painful but not necessarily danger- 
ous, ordinarily occur in infancy and again 
in adolescence. The healthy organism 
throws off the infection at some point in 





the third decade of life. Its persistence 
beyond the third decade predisposes to 
the violently malignant (organizational) 
form. 

Symptoms.—The syndrome consists of 
the following manifestations: 

1. Obsessions: The patient suffers from 
a pathologic fear of all light that is not 
focused directly upon himself, particu- 
larly that which illuminates, even for a 
moment, an idea new to him or an ac- 
complishment not his own. This fear gives 
instant rise to suspicion, hostility and 
malice, leading the patient to: interpret 
any praise of another as a direct attack 
upon himself. He will turn against a life- 
long friend if the friend is well spoken 
of, and become his implacable enemy. He 
has even been known to stab him in the 
back. 

2. Hallucinations: Fear and suspicion 
lead naturally to flight from reality and 
an increase of the patient’s egocentricity. 
He becomes fetichistically attached to 
mirrors, into which he will gaze in rapture 
for hours at a time. At first an ordinary 
mirror will content him, but in the later 
stages he demands magnifying lenses of 
increasing power. He resents any inter- 
ruption of this favorite occupation and 
becomes manic when the distraction is due 
to the success or distinction of another. 
This concentration upon himself results 
in delusions of grandeur, and he con- 
ceives of himself as a conquering hero 
carrying all before him. He shows every 
evidence of expecting others to see him 
in this godlike guise and becomes violent 
when shown that they do not. At this 
point his terror becomes dementia and 
his condition is obvious to all. Though he 
retains the power of rational speech, he 
has no clear consciousness of its meaning 
and consequently betrays himself again 
and again. 
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3. Secondary Manifestations: Sporadic 
attacks of hypertension or apoplexy may 
occur, apparently without reason but us- 
ually shown on investigation to be due to 
fear of losing “prestige.”’ During such an 
attack the patient may assault a by- 
stander in sheer panic. 

Frequently all sense of personal re- 
sponsibility is lost. A violent tic affecting 
the arms and hands, vulgarly known as 
“passing the buck,” may appear fairly 
early in the course and becomes auto- 
matic at about the middle stage of the 
disease. Odd notions and yearnings re- 
sembling those of pregnant women may 
appear; e. g., the patient may reject all 
ordinary food and demand a daily and 
unvarying diet of sour grapes. 

Prognosis.—In youth the prognosis is 
neutral, in early adulthood doubtful and 
in advanced middle age practically hope- 
less. Medical treatment is unavailing, nor 
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does surgical intervention offer much 
prospect of cure. Frontal lobotomy has 
been suggested as a possibility, but has not 
been tried because it was pointed out, 
soundly enough, that there would be so 
little difference between the patient’s pre- 
operative and postoperative states that it 
would be impossible to evaluate the re- 
sult. Violent shock has been known to 
produce good results, but rarely, and there 
is an equal possibility that it will ag- 
gravate the disease. The sole specific 
remedy, namely, reason self-applied, is far 
beyond the reach of the averal patient. 

Conclusion.—Pending further’ studies 
and investigations, therefore, it must be 
concluded that the prognosis is bad. As 
for the organizational or metastatic form 
of the disease, the only safety of the still 
untainted member lies in detaching him- 
self from the afflicted parent body and 
running for his life. 





I have sometimes wondered what Aristotle would say if he 
were to come to life again and inspect the modern state as we 
are trying to run it in these days. What form would his “diag- 
nosis” take? “The trouble of your state, of your social system,” 
he would say, “comes from the fact that for a long time past 
you have been trying to run it is a happiness factory, which it 
can never be and was never meant to be. But there is nothing 
fundamentally wrong with it—no fatal disease. The part which 
helps you to live the good life is still there, the principle is 


still at work. Develop that part of it, the educational part, 
the humanistic part, cease thinking of the state as a physic 


shop for providing you with remedies for your unhappiness, 
and you will find in a generation or two that you have better 
states and better relations between states than have ever existed 


before.” 





—L. P. Jacks 
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Poach Chapter Suggests College Render Microfilm Service— 
Suggestion Leads to Prompt Action 


At the suggestion of Dr. Lucien Leger 
of Paris, the International College of Sur- 
geons is inaugurating an international mi- 
crofilm service on medical articles by act- 
ing as an agent between the surgeon and 
the Army Medical Library in Washington. 
The College is undertaking this service 
because the Library lends microfilms only to 
those whose requests come through some in- 
stitution or organization. Since requests both 
to lend and to buy microfilms must be trans- 
mitted on special forms with which the Col- 
lege is supplied, the service will cover both 
loans and requests for films to be retained. 

There is no charge except mailing expense 
for the loan of single microfilm copies of 
original articles published in medical peri- 
odicals not available locally. The microfilm, 
being a part of the duplicate collection of the 
Library, may be used for ninety days and 
must be returned to the Library at the end 
of the loan period. 

For single microfilm copies to be sold to 
those who desire to retain them, the cost is 
50 cents for each 50 pages or fraction thereof 
from a single article. 

For the benefit of those not having facili- 
ties to read microfilms, single photoprint 
copies of separate articles from periodicals 
will be supplied at a charge of 50 cents for 
each 5 consecutive pages or fraction thereof 
from any one article. 

Members of Chapters of the College out- 
side the United States may overcome the 
difficulties of foreign exchange by using 
UNESCO Book Coupons when ordering 
microfilms or photoprints. These coupons are 
issued in denominations of 25c, $1, $3, and 
$10, and are on sale in many foreign coun- 
tries. In Paris information may be obtained 
about these coupons from the United Nations 
Educational Scientific and Cultural Organiza- 
tion, 19 Avenue Kleber, Paris 16. Coupons 
in the amount needed to cover the charges 


must accompany requests sent to the College 
from surgeons outside of the United States. 
Surgeons of the United States may accom- 
pany their orders with checks or money 
orders made payable to the Treasurer of the 
United States, or may use Army Medical 
Library Coupons which may be ordered in 
any quantity from the Library at 50 cents 
each. 

For airmail transmission of microfilms to 
other countries the charge is 12 International 
Reply Coupons for the first item and 6 In- 
ternational Reply Coupons for each additional 
item in a single mailing. These coupons may 
be purchased at any Post Office in any coun- 
try and they must be enclosed with the order 
for microfilms or photoprints. 

The journals in the Army Medical Library 
are listed in Volume 10, 4th Series of the 
Index-Catalogue of the Library of the Sur- 
geon Generai’s Office and in the preliminary 
pages of the Current List of Medical Liter- 
ature. The list is extensive, and about one-half 
of the journals available for microfilming are 
published in countries other than the United 
States, so that the service is international in 
scope. 

The impetus to the inauguration of this 
service by the College came from a letter 
written by Dr. Lucien Leger of Paris in 
which he said that the College would be 
responding to a great need, especially among 
the younger surgeons who are doing wide 
research, by establishing an international 
microfilm library. In view of the com- 
prehensive service already available through 
the Army Medical Library, it has been 
decided that the best procedure, as out- 
lined in the foregoing, is for the College to 
serve as an agent between the surgeon order- 
ing the microfilm or photoprint, and the 
Library. Dr. Leger in his letter mentioned 
specifically an article requested from a New 
York medical journal by one of his young 
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associates, who was informed that the issue 
was out of print and no reprints were avail- 
able, although a photostat could have been 
made at rather high cost, especially in view 
of currency exchange conditions. The Army 
Medical Library, in answer to inquiry from 
the College, states that this particular pe- 
riodical is in their collection and that the 
article wanted could have been microfilmed 
and a single copy lent to the surgeon at no 
charge except mailing, or sold to him at the 
rate of 50 cents for each 50 pages or fraction 
thereof, plus mailing costs. 

The Army Medical Library is glad to have 
the International College of Surgeons serve 
as agent for microfilm and photoprint re- 
quests, and will cooperate with its Chapters 
in all countries by contributing this service 
to the advancement of medicine and the public 
welfare. 


New York Section Honors Doctors Nissen 
and Jackson: The New York State Surgical 
Section of the United States Chapter of the 
International College of Surgeons held a 
dinner at The Waldorf-Astoria in New York 
on March 2 in honor of Dr. Rudolph Nissen, 
First Vice President of the College, who was 
shortly to leave for his new post in Switzer- 
land. Dr. Arnold Jackson, Executive Secre- 
tary of the United States Chapter, was also 
a guest of honor. 

Dr. Nissen joined the faculty of the Uni- 
versity of Basel, Switzerland, on April 1 as 
Professor of Surgery, head of the Depart- 
ment of Surgery, and surgeon-in-chief of the 
Buergerspital, as reported previously in this 
Journal. 

The University of Basel is one of the oldest 
universities on the European continent. In 
the last century the Chair of Surgery to 
which Dr. Nissen has been called was occu- 
pied by Socin, Courvoisier, O. Hildebrand, 
Wilms, Enderlen, deQuervain, Hotz, Henschen 
and O. Schuerch. 

Dr. Nissen received his medical degree 
from the University of Breslau in 1920. He 
was assistant in the surgical department and 
later instructor in surgery at the University 
of Munich from 1921 to 1927; head surgeon 
of the surgical department from 1927 to 1933 
and associate professor of surgery, 1930 to 
1933, University of Berlin; professor and 
head, surgical department, University of 
Istanbul, Turkey, 1933-39; research fellow 
in surgery, Massachusetts General Hospital, 
Boston, 1939-40; chief surgeon, Israel Zion 
hospital and attending surgeon, Brooklyn 
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Jewish Hospital, since 1940. He is the author 
with F. Sauerbruch of a Textbook of General 
Surgery published in 1933 and has made 
many other contributions to surgical liter- 
ature. 


Pittsburgh Stages Successful Regional 
Meeting: Good attendance and an excellent 
program were reported for the Northeastern 
Assembly of the United States Chapter of the 
International College of Surgeons, held March 
13 and 14 in Pittsburgh at the William Penn 
Hotel under the chairmanship of Dr. Elmer 
S. A. King. Among the highlights of the 
meeting was the address on “Surgery of 
Mitral Valve Disease” given at the banquet 
on March 13 by Charles P. Bailey, M.D., 
F.I.C.S., Professor and Head of Department 
of Thoracic Surgery, Hahnemann Medical 
College and Hospital, Philadelphia. Other 
speakers included Dr. Thomas D. Moore of 
Memphis; Dr. Charles Lupton of Norfolk; 
Doctors Carlton Price and Leonard Peterson 
of Washington; Dr. Alexander A. Levi of 
Newton Center, Massachusetts; Doctors M. 
Leopold Brodny and Orvar Swenson of Bos- 
ton; Dr. Vincent P. Mazzola of Brooklyn; Dr. 
William T. Lemmon and Dr. Karl C. Jonas 
of Philadelphia; Dr. Henry Meyerding of 
Rochester; Dr. Elmer Hess of Erie; Doctors 
Peter Rosi, Max Thorek, and Philip Thorek 
of Chicago; and Doctors Richard Behan, T. 
S. Danowski, C. J. Barone, Joseph Hupp, 
Eugene Conti, William Gibson, William A. 
Barrett, L. H. Landon, John Shirer, John 
Stinson, Allen P. Graham, Norman Ochsen- 
hirt, T. S. Swan, Campbell Moses, E. P. 
Buchanan and John Donaldson of Pitts- 
burgh. 


Regional Meeting in Kansas City: A cen- 
tral states regional meeting of the United 
States Chapter of the International 
College of Surgeons, sponsored by the Mis- 
souri Section, was held in Kansas City, 
Missouri, April 28 and 29, with headquarters 
at the President Hotel. The chairman was 
Dr. Claude J. Hunt of Kansas City. The pro- 
gram included general scientific sessions each 
morning from 9:00 to 12:00 and each after- 
noon from 2:00 to 5:00; luncheons followed 
by panel discussions each day; a social hour 
and dinner on the first evening with Dr. 
David L. MacFarlane, President of Kansas 
State Teachers College as the speaker; and 
a buffet dinner on the second evening fol- 
lowed by panel discussion of a “Mystery 
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Case” which was a joint session with the 
Jackson County Medical Society. 
An outline of the program follows: 


Monday, April 28 


Scientific Session—Ralph R. Coffey, M.D., 
Kansas City, Mo., Presiding 
Address of Welcome 
Claude J. Hunt, M.D., Kansas City, Mo. 
Radiological Evidence of Lesions of the 
Stomach 
C. Edgar Virden, M.D., Kansas City, Mo. 
Radiological Evidence of Small Bowel Ob- 
struction 
John W. Walker, M.D., Kansas City, Mo. 
Ulcerative Colitis 
Clifford C. Wilson, M.D., Kansas City, Mo. 
Right Colon Lesions 
J. William Thompson, M.D., St. Louis, Mo. 
Acute Colon Obstruction 
Discussion 
James H. O’Neil, M.D., Kansas City, Mo. 
Carcinoma of the Lung 
John H. Mayer, Jr., M.D., Kansas City, Mo. 
Discussion 
William B. Cheeseman, M.D., Kansas City, 
Mo. 
Intestino-vesical Fistulae 
George H. Ewell, M.D., Madison 
Chronic Thydroiditis 
Victor Ernest Chesky, M.D., 
Halstead, Kansas 
The Thyroid Heart 
Robert C. Davis, M.D., Kansas City, Mo. 
Discussion of above thyroid conditions 
A. E. Spelman, M.D., Smithville, Mo. 
Social Hour and Dinner 
Speaker: Dr. David L. MacFarlane, Presi- 
dent, Kansas State Teachers College 


Tuesday, April 29 


Scientific Session—Jack Printz, M.D., Kansas 
City, Mo., Presiding 
Intractable Pain in the Limb from Nerve 
Root Compression 
Donald F. Coburn, M.D., Kansas City, Mo. 
Fractures of the Neck of the Femur 
Frank D. Dickson, M.D., Kansas City, Mo. 
Problem of the Bleeding Nipple 
Nymphus F. Hicken, M.D., Salt Lake City 
Hernias 
Ralph R. Coffey, M.D., Kansas City, Mo. 
The Role of Surgery in Pancreatitis 
Jacob G. Probstein, M.D., St. Louis 
The Acute Abdomen 


Vincent T. Williams, M.D., Kansas City, 


Mo. 
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Acute Intestinal Obstruction 

Kenneth C. Sawyer, M.D., Denver 

Luncheon — Panel Discussion of Morning 

Presentations 

Moderator: John A. Growdon, M.D., Kansas 
City, Mo. 

Panel Participants: Speakers on the morn- 
ing program. 

Afternoon Scientific Session—Harry C. Lapp, 
M.D., Kansas City, Mo., Presiding 

Malrotation of the Small Intestine 
Leo H. Pollock, M.D., Kansas City, Mo. 

Surgical Jaundice 
Ferdinand C. Helwig, M.D., Kansas City, 
Mo. 

Retroperitoneal Tumors 
Martin Nordland, M.D., Minneapolis 

Anorectal Diseases 
W. C. Schaerrer, M.D., Kansas City, Mo. 

The Ideas of the Surgical Management of 
Regional Enteritis 
Stanley Maxeiner, M.D., Minneapolis 

A Method for Quick Mobilization of the In- 
trapancreatic Portion of the Common Duct 
Louis P. Good, M.D., Texarkana, Ark. 

Buffet Dinner—Joint Session with Jackson 
County Medical Society 

“Mystery Case”—Moderator: Victor B. Buh- 
ler, M.D., Kansas City, Mo. 

Panel Participants: Doctors Louis P. Good, 
Ferdinand C. Helwig, Stanley Maxeiner, 
and Martin Nordland 
W. W. Cummins, M.D., Kansas City, Mo. 

Multiple Visceral Resections 
Dean Sauer, M.D., St. Louis, Mo. 

Recto-Colic Anastomosis: Everett D. Sugar- 
baker, M.D., Jefferson City, Mo. 

Luncheon. Panel Discussion, Gastrointes- 
tinal Lesions 

Moderator: Ira H. Lockwood, M.D., Kansas 
City, Mo. 

Panel Participants: Speakers on the morn- 
ing program. 

Scientific Session—R. Lee Hoffman, M.D., 
Kansas City, Mo., Presiding 

Surgical Treatment of Duodenal Ulcer 
Karl A. Meyer, M.D., Chicago 

Discussion 
Paul A. Knopper, M. D., St. Joseph, Mo. 

Gallbladder Surgery 
Raymond W. McNeally, M.D., 

Chicago 


New Jersey State Surgical Section Holds 
Large Meeting: The New Jersey State Sur- 
gical Section of the United States Chapter 
of the International College of Surgeons met 
in Jersey City on January 23 for daytime 
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Dinner given at the Hotel Plaza, Jersey City, by the New Jersey State Surgical Section of the United States Chapter, International College 


of Surgeons, after a highly successful scientific meeting. 
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scientific sessions and an evening dinner at 
the Hotel Plaza. The program committee con- 
sisted of Dr. Charles B. Kelley, chairman, and 
Doctors Julius Siegler and Walter Chapman. 
Serving on the dinner committee were Doc- 
tors J. Kenneth Catlow, Edward Sciorsci and 
Irving Marshall. The group at the dinner is 
shown in the accompanying photograph. 

Dr. Earl J. Halligan, Regent of the New 
Jersey Section, was toastmaster at the dinner, 
and Dr. Max Thorek, Founder of the Inter- 
national College of Surgeons, was the speaker. 
Among the special guests were the presidents 
of the medical societies of the states of New 
York and New Jersey, Doctors John Stanley 
Kenney and Sigurd Johnson; the president of 
the Hudson County Medical Society, Dr. Wil- 
liam Gleeson; the medical director, the chief 
of the medical service, and the chief of gas- 
troenterology of Jersey City Medical Center, 
Doctors J. James Smith, Thomas White, and 
Louis L. Perkel; the medical directors of 
Margaret Hague Maternity Hospital and of 
St. Francis Hospital in Jersey City, Doctors 
Samuel A. Cosgrove and Frank J. McLough- 
lin; the Regent of the New York Section of 
the United States Chapter of the College, Dr. 
Horace Ayres; and the chairman of the New 
York State Surgical Section, who is also sec- 
retary for otolaryngology in the eye, ear, nose 
and throat section of the College, Dr. Henry 
M. Scheer. 

Officers of the New Jersey Section in addi- 
tion to Regent Halligan are Vice-Regents 
Doctors David Allman and Frank Forte; and 
Secretary, Dr. J. Kenneth Catlow. This flour- 
ishing section is to be congratulated upon its 
well planned, efficiently conducted, and highly 
successful meeting. 


Honors for New Jersey Fellow: Hyman I. 
Goldstein, M.D., F.I.C.S., of Camden, New 
Jersey, member of the New Jersey Section 
of the United States Chapter of the Interna- 
tional College of Surgeons, was recently 
elected permanent medical historian of the 
New Jersey Gastroenterological Society, of 
which he is a past president and a founder, 
and was voted to life membership in the 
Philadelphia Pediatric Society. Dr. Goldstein 
is lifetime medical historian of the Natonal 
Gastroenterological Association; an honorary 
member of the Italian (Rome; Bologna) and 
the Belgian Gastroenterological Societies, and 
a corresponding member of the National 
French Society of Gastroenterology and the 
Cuban Society of Cancerology. 
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Dr. Steindler Presents Instructional 
Courses: Arthur Steindler, M.D., F.I.C.S., 
Iowa City, Regent of the Iowa Section of 
the United States Chapter of the International 
College of Surgeons and Professor Emeritus 
of Orthopedic Surgery, State University of 
Iowa, gave two instructional courses, one on 
the kinetics of cerebral palsy and the other 
on pathomechanics of the foot at the meeting 
of the Acadamey of Orthopedic Surgery in 
Chicago recently. Dr. Steindler reports that 
Dr. Julian M. Bruner of Des Moines pre- 
sented a very interesting paper on splinting 
of the hand at the meeting on Surgery of the 
Hand held recently in Chicago. 


Finnish Chapter Annual Assembly Held 
in February: The Finnish Chapter of the 
International College of Surgeons held its 
Annual Assembly on February 2, 1952, in 
Helsinki, at which time the following officers 
were elected: 

President: Prof. Dr. K. E. Kallio, Profes- 
sor of Surgery, University of Helsinki 

Vice-President: Prof. Dr. Vainé Seiro, 
Professor of Surgery, University of Helsinki 

Secretary: Dr. Atso T. Soivio, Surgeon-in- 
Chief, Hospital for Plastic Surgery 

Treasurer: Prof. Dr. M. V. Vannas, Pro- 
fessor of Ophthalmology, University of Hel- 
sinki 

The following scientific program was pr2- 
sented: 

Report from the Gynecological Clinic—Prof. 
Dr. A. Turunen, Professor of Obstetrics 
and Gynecology, University of Helsinki 

Plastic Surgery—Prof. Dr. Atso T. Soivio 

Syphilis and Surgery—Prof. Dr. T. Putkonen, 
Professor of Syphilology and Dermatology, 
University of Helsinki 

Antihistamine in Surgical Cases—Prof. Dr. 
J. Kivimaki, Chief Surgeon, Dental Clinic, 
University of Helsinki 

Report on the International Orthopedic Con- 
gress held in Stockholm in 1951—Prof. Dr. 
K. E. Kallio 
During 1951 the Finnish Chapter held 

three scientific meetings. 


Professorial Appointment Given Dr. Put- 
konen: Prof. Dr. Tauno Putkonen, F.I.C.S., 
Finnish Chapter, has recently been appointed 
Professor of Syphilology and Dermatology, 
University of Helsinki. He was formerly 
Chief Surgeon, Kumpula Hospital, Helsinki. 
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Israel Chapter Holds Annual Meeting: 
The annual meeting of the Israel Chapter 
of the International College of Surgeons was 
held at the home of the Israel Medical Asso- 
ciation in Tel-Aviv on Feb. 22, 1952. Dr. 
Georg Wolfsohn of Jerusalem, President of 
the Chapter, presided. 

The scientific part of the meeting consisted 
of talks on “Grafting of Bone Defects of the 
Forearm,” illustrated by a motion picture, 
by Dr. E. Spira of Tel-Haschomer; on “The 
Newer Methods of the ‘pull-through’ Opera- 
tions in Surgery of the Rectum” by Dr. D. 
Ehrlik of Haifa; and on “The Conservative 
Treatment of the Ischemic Contracture” by 
Dr. J. Treu of Jerusalem. 

Dr. O. Wassertrudinger of Haifa presented 
a report on the Sixteenth Annual Assembly 
of the United States and Canadian Chapters 
of the International Congress of Surgeons 
held in Chicago in the fall of 1951. 

Dr. E. Lehmann of Tel-Aviv, Secretary of 
the Israel Chapter, reported on the activities 
of the Chapter in 1951, and Dr. E. Wodak, 
also of Tel-Aviv, the Treasurer, presented the 
financial report. Dr. D. F. Peyser of Haifa 
is Vice-President of the Chapter. 


Fiftieth Year in Surgery Celebrated by 
Dr. José Ayres Netto of Sao Paulo: The 
Professional Jubilee (50th year) of Dr. José 
Ayres Netto, Director of the Surgical Clinic 
and Chief of the Department of Gynecology 
of Santa Casa de Misericordia, Sao Paulo, 
Brazil, was celebrated on January 5 and 6. 
The opening ceremony was held in the build- 
ing of the Society of Medicine and Surgery, 
of which Dr. Ayres Netto is President Emer- 
itus and of which he has been a member since 
1902. Homage was paid to him by the officers 
and members of the Society. A special Mass 
was said in the Chapel of the hospital by 
Cardinal Dr. Carlos Carmelo de Vasconcelos 
Mota, following which Dr. Ayres Netto was 
honored by the staff of the hospital and the 
nurses. 

Other ceremonies in honor of his Profes- 
sional Jubilee were held by the brotherhood 
of the hospital and by the Faculty of Medi- 
cine of the University of Sao Paulo. At the 
latter meeting, the Dean of the Faculty, Prof. 
A. Almeida Prado, F.I.C.S. (Brazilian Chap- 
ter) made the main address. Dr. Eurico 
Branco Ribeiro, Master of the Brazilian Col- 
lege of Surgeons and Fellow of the Interna- 
tional College of Surgeons (Brazilian Chap- 
ter—former Treasurer) paid homage to him, 
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pointing out his many accomplishments and 
contributions to the advancement of surgery. 
Also, Dr. Carmen Escobar Pires, F.I.C.S. and 
Dr. Edgard Braga spoke. 

A banquet was held at the Clube Homs in 
his honor. This affair was attended by rep- 
resentatives of all medical and surgical or- 
ganizations, by civil authorities and by rep- 
resentatives of all medical schools. At the 
banquet, Dr. José Avelino Chaves, President 
of the Brazilian Chapter of the International 
College of Surgeons, addressed the guests 
and announced that Dr. Ayres Netto had 
been made an Honorary Fellow of the College. 

Besides his hospital positions, Dr. Ayres 
Netto is Director of the Arnaldo Vieira de 
Carvalho Radium Institute. He was the or- 
ganizer and former clinical director and chief 
of clinical surgery and traumatology of the 
Municipal Hospital of Sao Paulo. He is a 
former Major in the Medical Corps, Hospital 
Militar da Forca Publica of Sao Paulo. 

Dr. Ayres Netto was born on July 8, 1878 
in Rio de Janeiro. He received his diploma 
in pharmacy in 1899 and his M.D. in 1901 
from the Faculty of Medicine of Rio de 
Janeiro. He was a voluntary assistant at the 
Santa Casa de Misericordia de So Paulo in 
1902, becoming resident surgeon in 1903, and 
continuing until 1920 when he became the 
chief of clinical surgery, the position he holds 
today. He was President of the Society of 
Medicine and Surgery of Sao Paulo for two 
terms—1919-20 and 1934-35, and secretary 
general of the same society for nine years. 
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Dr. José Ayres Netto 





He is a Fellow of the Brazilian College of 
Surgeons, the International Society of Anes- 
thesiologists, the International Assembly of 
Surgeons of Mexico, the French Surgical 
Association, the International Surgical 
Society, the International Gastroenterological 
Society, and the Historical and Geographical 
Institute of Sao Paulo; Founder Fellow of 
the Paulista Society of the History of Medi- 
cine; Founder Member, Indolatino College of 
Surgeons of Mexico; Corresponding Fellow, 
Argentine Society of Surgery; Honorary 
Fellow, National Academy of Medicine, 
Brazilian Society of Gynecology, and Society 
of Medicine and Surgery, all of Rio de 
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Janeiro; and Honorary Vice-President of the 
International Anesthesia Research Society. 


Professor Yanagi Retires: Prof. Dr. 
Soichi Yanagi, F.I.C.S., has recently retired 
as Professor of Surgery at the Hokkaido 
University College of Medicine and has been 
appointed Surgeon-in-Chief of the Sagami- 
hara National Hospital near Tokyo. 

Prof. Yanagi attended the 1951 Annual 
Assembly of the United States Chapter, at 
which time he participated in the scientific 
program and received his degree of Fellow- 
ship at the Convocation. 
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Postgraduate Courses 


Preassembly Courses Offered by the International College of 
Surgeons in Cooperation with the Cook County Graduate 
School of Medicine 


The Seventeenth Annual Assembly of the 
United States and Canadian Chapters of the 
International College of Surgeons will be held 
in Chicago, September 2 to 5 inclusive, 1952. 
In keeping with the educational activities and 
objectives of the International College of Sur- 
geons, arrangements have been made to offer, 
in cooperation with the Cook County Graduate 
School of Medicine, a two-week Preassembly 
Postgraduate Course from July 14 through 
July 26. 

Since the course is designed primarily as an 
intensive review for members of the Interna- 
tional College of Surgeons and those preparing 
for its examination, the number of registrations 
will be limited. 

The course will consist of illustrated lectures, 
demonstrations, presentation of cases and surgi- 


cal clinics. The teaching faculty will be com- 
prised of members of the attending and asso- 
ciate staffs of Cook County Hospital and 
prominent guest lecturers from other cities. 

In addition to general sessions for the entire 
group, there will be numerous section sessions 
for surgeons primarily interested in the follow- 
ing fields: 

General Surgery 

Orthopedic Surgery 

Gynecology 

Urology 

Proctology ' 

Basic Sciences in Clinical Surgery 

Requests for application forms or additional 
information may be addressed to the Secretary, 
Preassembly Postgraduate Courses, Interna- 
tional College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10, Illinois. 


Courses Offered by the German Chapter, International College 


of Surgeons 


July 15—August 15, 1952 


The German Chapter of the International 
College of Surgeons is arranging a four-week 
postgraduate course, open to all surgeons except 
those in the Iron Curtain countries. The date 
for the beginning of the course is July 15, 1952. 
The following subjects will be presented: 

1. Thoracic Surgery. Given by Prof. Dr. Albert 
Lezius, Director of Surgical Department, 
University of Hamburg, and Assistants. 

a. Modern methods of anesthesia in chest 

surgery, with practical demonstrations 


b. Bronchoscopy 

ce. Bronchography 

d. Intubation 

e. Postoperative care of the Bronchial Tree 

f. Operative treatments of Carcinoma of 
the Lungs 

g. Operative treatments of Bronchiectasis 

h. Operative treatment of Pulmonary 


Tuberculosis 


i. Operative treatments of tumors of the 
Mediastinum 

j. Surgery of the Esophagus and Cardia 

k. Operative treatment of congenital and 
acquired cardiac disease. (Fallot’s Tet- 
ralogy, Ductus Botalli, Coarctation of 
the Aorta, Stenosis of the Aortic Valve, 
Angina Pectoris.) 

2. Surgery of the Stomach. Given by Prof. Dr. 
G. E. Konjetzny, Director Emeritus, De- 
partment of Surgery, University of Ham- 
burg. 

a. Pathologic anatomy and _ pathological 
physiology of gastric ulcer 

b. Operations on the stomach 

ce. Evaluation of Dragsted’s operation and 
sympathectomy 

3. Urologic Surgery. Given by Prof. Dr. Hans 
T. Junker, Chief Urologic Clinic, Allge- 
meines Krankenhaus Barmbeck, Hamburg- 
Wandsbek. 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


a. Cystoscopy 

b. Pyelography 

c. Roentgen diagnosis of diseases of the 
Kidneys 

d. Endoscopic operative procedures in tu- 
mors of the Bladder 

e. Tumors of the Prostate (particularly 
hypertrophy) 

f. Prostatectomy 
1. I'reyer’s method 
2. Millin’s procedure 
3. Harris’ method 

g. ‘Total cystectomy for carcinoma of the 
bladder 

h. Miscellaneous subjects. 

'. Medullary Nailing of Fractures of Long 
Bones: Given by Prof. Dr. Gerhard 
Kiintscher, Surgeon in Chicf, Kreiskranken- 
haus, Schleswig. 

a. Theoretic Considerations of Medullary 
Nailing 

b. Indications for Medullary Nailing 

c. Bones of the Leg, Arm and Forearm 

d. Medullary Nailing in Operations for 
Pseudo-Arthrosis 

e. Operative Technic 

f. Tilm Presentation 

Date: The date for the beginning of the course 
is 15 July 1952. 

Place: Postgraduate courses in Thoracic and 
Gastric Surgery will be held at the Surgical 
clinics of the University of Hamburg. The 
course in Urologic Surgery will be held at 
the Allgemeines Krankenhaus Barmbeck, 
Hamburg-Wandsbek. 

Tuition: Yor those residing in Europe, the tui- 
tion will be DM 100 per course. 

For those residing in the United States. 
Canada, Central America and South Amer- 
ica, the tuition will be $100 per course. 

Courses: The courses will consist of daily prac- 
tical demonstrations, lectures and operative 
procedures given by the teachers and as- 
sisted by the postgraduates. 

Directors: Prof. Dr. Albert Lezius, Prof. Dr. 
G. E. Konjetzny and Prof. Dr. Hans T. 
Junker. 

Inquiries and Registration for the postgraduate 
courses will be received until July 1, 1952 
and should be addressed to Prof. Dr. Albert 
Lezius, Chief, Department of Surgery, Uni- 
versity of Hamburg, Hamburg, Eppendorf, 
Germany. 

Vierwochiger Fortbildungskurs 
Deutsches Chapter, International 
College of Surgeons 


Das Deutsche Chapter des International Col- 
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lege of Surgeons beabsichtigt, einen vierwd6chi- 

gen Fortbildungskurs fiir junge Arzte und 

Chirurgen zu halten. Folgende Hauptthemen 

sind vorgesehen: 

1. Thoraxchirurgie: Prof. Dr. Albert Lezius, 
Direktor der Chirurgischen Universitiits- 
Klinik und Poliklinik, Hamburg-Eppendorf, 
und Mitarbeiter. 

a. Moderne Narkose und Anaesthesiever- 
fahren fiir die Thoraxchirurgie mit prak- 
tischen Uebungen 

b. Bronchoskopie 

ce. Bronchographie 

d. Intubation 

e. Postoperative Bronchialtoilette 

f. Die operative Behandlung des Lungen 

karzinoms 

g. Bronchiektasen 

h. Lungentuberkulose 

i. Geschwiilste des Mediastinums 

j. Chirurgie des Oesophagus und der Kardia 

k. Chirurgie der angeborenen und 
erworbenen Herzfehler (Fallot’sche Te- 
tralogie, offener Ductus Botalli, Coarcta- 
tion der Aorta, Pulmonalstenose, Mitral- 
stenose, Aortenklappenstenose, Angina 
pectoris ) 

Chirurgie des Magens: Prof. Dr. G. E. 

Konjetzny, Direktor Emeritus der Chirur- 

gischen Universitits-Klinik und Poliklinik, 

Hamburg-Eppendorf 

a. Pathologische Anatomie und _  Patho- 
logische Physiologie des Magengeschwiirs 

b. Die Operationen am Magen 

c. Stellungnahme zur Operation nach Drag- 
stedt und zur Sympathektomie 

3. Chirurgische Urologie: Prof. Dr. Hans T. 
Junker, Chefarzt der Chirurgisch-Urolo- 
gischen Klinik des Allgemeinen Kranken- 
hauses, Barmbek. 

a. Zystoskopie 

b. Pyelographie 

c. R6ntgendiagnose der Nierenerkrankun- 
gen 

d. Operative endoskopische Eingriffe bei 
Blasentumoren 

e. Prostatahypertrophie 

f. Die Prostatektomie nach I’reyer, nach 

Millin und nach Harris 

g. Die totdle Zystektomie beim Blasen-Kar- 
zinom 
h. Verschiedenes 

t, Die Marknagelung von Frakturen langer 
Rohrenknochen: Prof. Dr. Gerhard Kiint- 
scher, Chefarzt der Chirurgischen Abteilung 
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des Kreiskrankenhauses Schleswig 
a. Theoretische Grundlagen der Marknage- 
lung 
b. Indikationen fiir die Oberschenkelmark- 
nagelung 
c. Die Unterschenkel—, Oberarm und Un- 
terarmmarknagelung 
d. Die Marknagelung bei Pseudarthrosen- 
operationen 
e. Operationstechnik 
f. Filmvorfiihrungen 
Zeit: Beginn des Kurses Dienstag, 15 Juli 1952. 
Ort des Kurses: Thoraxchirurgie und Magen- 


chirurgie — Hamburg-Eppendorf, Chirur- 
gische Universitats-Klinik. 
Urologie — Allgemeines Krankenhaus 


Barmbeck, Hamburg-Wandsbek. 
Kosten: Fiir Angehorige europiaischer Staaten 
DM 100. 
Kosten fiir Angehérige der U.S.A., der 
Mittel-und Siidamerikanischen Staaten und 
Canada 100 Dollar. 


Die Kurse: Die Kurse bestehen in theoretischen 
Vorlesungen unde in taglichen Uebungen 
und Operationen. 

Kursleiter: Prof. Dr. Albert Lezius: Prof. Dr. 
G. IE. Konjetzny: Prof. Dr. Hans T. 
Junker: Prof. Dr. Gerhard Kiintscher. 

Anmeldungen bis 1 Juli 1952: Prof. 
Dr. A. Lezius, Direktor, Chirurgische Uni- 
versitats-Klinik und Poliklinik, Hamburg- 
Eppendorf. 


Cours Avancés Offerts par le 
Chapitre Allemand 


du Collége International des 
Chirurgiens 
Le Chapitre Allemand du Collége Interna- 
tional des Chirurgiens organise un cours avancé 
de quatre semaines. Les sujets suivants seront 
traités: 

1. Chirurgie Thoracique. Par Monsieur le 
Professeur Albert Lezius, Directeur de la 
section de Chirurgie 4 l’Université de Ham- 
burg et ses Assistants. 

a. Méthodes modernes d’anesthésie en 
chirurgie thoracique, avec démonstrations 


pratiques 
b. Bronchoscopie 
e. Bronchographie 
d. Intubation trachéale 


e. Traitement post-opératoire en matiére 

d’arbre bronchique 

Traitement chirurgicale des cancers du 

poumon 

g. Traitement chirurgicale des dilatations 
des bronches 
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h. Traitement chirurgicale de la tubercu- 
lose pulmonaire 

i. ‘Traitement chirurgicale des tumeurs du 

médiastin 

Chirurgie de l’ésophage et du cardia 

Traitement chirurgicale des _ cardio- 

pathies congénitales et acquises (Tétra- 

logie de Fallot, Persistance du Trou de 

Botal, Sténose de |’Isthme de 1|’Aorte, 

Retrécissement de JOrifice Aortique, 

Angine de Poitrine) 

Chirurgie Gastrique. Par Monsieur le Prof- 

esseur G. E. Konjetzny, Directeur Emérite 

de la Section de Chirurgie 4 l'Université de 

Hamburg. 

a. Anatomo Pathologie et Physio Patho- 
logie de l’ulcére de l’estomac 

b. Chirurgie gastrique 

ce. Discussion de la valeur de l’Opération de 
Dragstedt et de la Sympathectomie 

3. Urologie. Par Monsieur le Professeur Hans 
T. Junker, Chef de la Clinique d’Urologie 
a Allegemeines Krankenhaus, Barmbeck, 
Hamburg-Wandsbek. 

a. Cystoscopie 

b. Pyélographie 

c. Radiologie dans de diagnostic des mala- 
dies rénales 

d. La Chirurgie endoscopique des tumeurs 
de la vessie 

e. Les tumeurs de la prostate 

f. Prostatectomie 

1. Par la méthode de Freyer 

2. Par la méthode de Millin 

3. Par la méthode de Harris 

Cystectomie totale pour cancer de la 

vessie 
h. Sujets divers : 

1. L’Enclavage Medullaire des Fractures des 
os Longs. Par Monsieur le Professeur Ger- 
hard Kiintscher, Chirurgien Chef, Kreis- 
krankenhaus, Schleswig 
a. Considérations théoriques sur l’enclavage 

médullaire 
b. Les indications de l’enclavage médullaire 
c. Os de la jambe, du bras et de |’avant bras 
d. Le traitement des Pseudarthrosis par 
lenclavage médullaire 
e. Téchnique opératoire 
f. Présentation de films. 

Date: La date pour le début du cours est le 
15 Juillet 1952. 

Place: Les course avancés de Chirurgie Gas- 
trique et Thoracique seront donnés 4 la 
Clinique Chirurgicale de l'Université de 
Hamburg. Le cours d’Urologie sera donné a 
l’Allegemeines Krankenhaus, Barmbeck, 
Hamburg-Wandsbek. 
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Inscriptions: Pour ceux habitant 1’Europe, 
l’inscription sera de 100 DM. 

Pour ceux habitant les Etats-Unis, 
l’Amerique Centrale et du Sud et le Canada, 
I’Inscription sera de $100 par cours. 

Les Cours: Les cours consisteront de démon- 
strations pratiques, de cours théoriques et de 
techniques opératoires donnés par les prof- 
esseurs. 

Les Directeurs: Les Directeurs des cours 
avancés sont: Messieurs Les Professeurs Al- 
bert Lezius, G. E. Konjetzny Hans T. 
Junker et Gerhard Kiintscher. 

Les démandes de renseignements et les in- 
scriptions seront recues jusqu’au le 1 Juillet 
1952, et devront étre adressées 4 Monsieur le 
Professeur A. Lezius, Directeur de la Section de 
Chirurgie, Université de Hamburg, Hamburg, 
Eppendorf, Allemagne. 


Cursos de Post-Graduado Ofrecidos 
por el Capitulo Aleman 


del Colegio Internacional 
de Cirujanos 


El Capitulo Aleman del Colegio Internacional 
de Cirujanos esta preparando un curso de Post- 
Graduado de cuatro semanas de duracién. La 
siguiente materia sera presentada. 

1. Cirugia de Torax: Explicada por el Profesor 
Dr. Albert Lezius, Director del Departa- 
mento de Cirugia, La Universidad de Ham- 
burgo, y por sus asistentes. 

a. Métodos modernos de _ anestesia en 
cirugia de torax, con demonstraciones 
practicas 
Broncoscopia 
Broncografia 
Intubacién 
Cuidado post-operatorio del Arbol Bron- 
quial 
f. Tratamiento quirtrgico del Carcinoma 

del Pulmén 

g. Tratamiento quirurgico de la bronquiec- 
tasia 

h. Tratamiento quirtrgico de la Tuberculo- 
sis pulmonar 

i. Tratamiento quirtirgico de los tumores 

del mediastino 

Cirugia del eséfago y cardias 

Tratamiento quirurgico de enfermedades 

cardiacas congénitas y adquiridas (Tetra- 

logia de Fallot, Coartacién de la Aorta, 

Estenosis de la Valvula Aortica, Angina 

Pectoris ) 

2. Cirugia del Estémago: Explicada por el 
Profesor Dr. G. E. Konjetzny, Director 
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Emérito del Departamento de Cirugia de la 

Universidad de Hamburgo. 

a. Anatomia y fisiologia patologica de la 
Ulcera gastrica 

b. Operaciones del estomago 

ce. Evaluacién de la operacioén de Dragstedt 
y la simpatectomia 


3. Cirugia Urolégica: Explicada por el Prof. 


Dr. Hans T. Junker, Jefe de la Clinica 

Urolégica, Allgemeines Krankenhaus Barm- 

beck, Hamburg-Wandsbek 

a. Cistoscopia 

b. Pielografia 

c. Diagndstico Radiolégico de las Enferme- 
dades de los Rifones 

d. Ténicas operatorias endoscépicas en 
tumores de la vejiga 

e. Tumores de la prostata (Particularmente 
la hipertrofia) 

f. Prostatectomia 
1. Metodo de Freyer 
2. Metodo de Millin 
3. Metodo de Harris 

g. Cistectomia total en Carcinoma de la 
vejiga 

h. Temas Miscelaneos 


4. Aplicacién Medular de Clavos en Fractures 


de los Huesos Largos: Explicada por el 

Profesor Dr. Gerhard Kiintscher, Jefe en 

Cirugia, Kreiskrankenhaus, Schleswig. 

a. Consideraciones tedricas sobre aplica- 

cién medular de clavos 

Indicaciones 

Huesos de la pierna, brazo y antebrazo 

Aplicacién de clavos en pseudo-arthrosis 

Tenicas operatorias 

Presentacién de Peliculas 

Fecha: La fecha para el comienzo del curso es 
15 Julio de 1952 

Lugar: Los cursos de post-graduado en cirugia 
de torax y estémago se llevaran a cabo en 
las clinicas quirurgicas de la Universidad 
de Hamburgo. El curso en cirugia uroldgica 
se ofrecerad en Allgemeines Krankenhaus 
Barmbeck, Hamburgo-Wandsbek. 

Matricula: Para aquellos que residen en Europa, 
el costo sera de DM 100 cada curso. 

Para aquellos que residen en Los Estados 
Unidos, Canada, Centro y Sud America, el 
costo sera de $100.00 cada curso. 

Cursos: Los cursos consistiran en demostraciones 
practicas diarias, conferencias y procederes 
quirurgicos realizados por los profesores y 
asistidos por los post-graduados. 

Directores: Prof. Dr. Albert Lezius, Prof. Dr. 
G. E. Konjetzny, Prof. Dr. Hans T. Junker, 
Prof. Dr. Gerhard Kiintscher. 


mo mo o 














So = & 





VOL. XVII, NO. 4 


Solicitudes de Matricula: Solicitudes de matric- 
ula para los cursos de post-graduados seran 
aceptadas hasta 1 Julio de 1952 y deben ser 
dirigidas a la Profesor Dr. Albert Lezius 
Jefe del Departamento Quirtrgico de la 
Universidad de Hamburgo, Hamburgo-Ep- 
pendorf, Alemania. 


Corsi per Laureati Offerti Dalla 
Sezione Tedesca 
dell’ “International College of 
Surgeons” 

La Sezione Tedesca dell’ ‘International Col- 
lege of Surgeons” sta preparando un corso per 
laureati della durata di un mese. Saranno pre- 
sentati i seguenti argomenti: 

1. Chirurgia Tordcica: Prof. Dott. Albert 
Lezius, Direttore della Clinica Chirurgica 
dell’Universita d’Amburgo, ed i suoi as- 
sistenti. 

a. Metodi moderni d’Anestesia in chirurgia 
tordcica, con dimostrazioni pratiche 

b. Broncoscopia 

ce. Broncografia 


Intubazione 

e. Cura postoperatoria dell’albero bron- 
chiale 

f. Trattamento operatorio del cancro del 
polmone 

g. Trattamento operatorio delle bronchie- 
tasie 

h. Trattamento operatorio della tubercolosi 
polmonare 

i. Trattamento chirurgico di tumeri del 
mediastino 


j. Chirurgia dell’esofago e del cardia 

k. Trattamento operatorio delle cardiapatie 
congenite ed acquisite (Tetralogia di 
Fallot, Dotto di Botallo, Coartazione 
aortica, Stenosi délla valvola aortica, 
Angina di Petto) 
2. Chirurgia dello Stomaco: Prof. Dott. G. E. 
Konjetzny, Direttore Emerito della Clinica 
Chirurgica dell’Universita d’Amburgo 
a. Anatomia e fisiologia patalogica dell’ul- 
cera gastrica 

b. Interventi sullo stomaco 

c. Valutazione dell’intervento di Dragstedt 
e simpaticectomia 

3. Chirurgia Urologica: Prof. Dott. Hans T. 
Junker, Capo della Clinica Urologica, All- 
gemeines Krankenhaus, Barmbeck, Amburgo- 
Wabdsbek 
a. Cistoscopia 
b. Pielografia 
ce. Diagnosi radiologica delle malattie del 
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d. Procedure operatorie endoscopiche dei 
tumori della vescica 
e. Tumori della prostata (particolarmente 
ipertrofia) 
f. Prostatectomia 
1. Metodo di Freyer 
2. Metodo di Millin 
3. Metodo di Harris 
g. Cistectomia totale nel carcinoma della 
vescica 
h. Argomenti vari 
4. Trattamento delle Fratture delle Ossa 
Lunghe con il Metodo delle’Inchiodamento 
Intramidollare: Prof. Dott. Gerard Kiint- 
scher, Cappo della Clinica Chirurgica, 
Kreiskrankenhaus, Schleswig. 
a. Considerezioni teoriche 
b. Indicazioni 
ce. Applicazioni all’arto 
feriore 


superiore ed_ in- 


d. Applicazioni in casi di pseudoartrosi 
e. Tecnica operatorie 
f. Prezentazione di radiogrammi 


La Data: La data probabile dellinizio del 
corso e il 15 luglio 1952 

La Situazione: I corsi di chirurgia tordcica e 
gastrica saranno tenuti alla Clinica Chirur- 
gica dell’Universita d’Amburgo. II corso in 
chirurgica urologica sara tenuta nella Allge- 
meines Krankenhaus Barmbeck, Amburgo- 
Wandsbek. 

Tassa: Per quelli che risiedono in Europa, la 
tassa sara di 100 D.M. 

Per quelli che risiedono negli Stati Uniti, 
America Centrale e Medionale e Canada, la 
tassa sara di $100.00 per corso. 

I Corsi: I corsi consisteranno de dimostra- 
zioni pratiche, lezioni e interventi operatori 
quotidiane attuate dagli insegnanti e dei 
laureati. 

I Direttori: Prof. Dott. Albert Lezius, Prof. 
Dott. G. E. Konjetzny, Prof. Dott. Hans T. 
Junker, Prof. Dott. Gerhard Kiintscher. 
Informazione e domande frequenza per il 

corsi per laureati saranno ricevute sino al 15 

Luglio 1952 e devono essere indirizzate al 

Prof. Dott. Albert Lezius, Direttore della 

Clinica Chirurgica, Universita d’Amburgo, Am- 

burgo-Eppendorf, Germania. 


Cursos de Post-Graduacao Oferecidos 
Pelo Capitulo Alemao 
do Collegio Internacional de 
Cirurgioes 
O Capitulo Alemao de Cirurgides esta organ- 
izando um curso de post-graduacdo de quatro 
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semanas. Os seguintes assuntos serio apresen- 

tados: 

1. Cirurgia do Thoraz. Dado pelo Prof. Albert 
Lezius, director do Departamento Cirurgico, 
Universidade de Hamburgo e seus assis- 
tentes. 

a. Metodos modernos de anestesia em 
cirurgia torax com demonstragoes pra- 
ticas 

b. Broncoscopia 

c. Broncografia 

d. Intubacao 

e. Cuidados pos-operatorios de arvore 
bronquial 

f. Tratamentos operatorios do carcinoma 
dos pulmoes 

g. Tratamentos operatorios da bronquiec- 


tasia 

h. Tratamento operatorio da_tuberculose 
pulmonar 

i, Tratamento operatorio de tumores do 
mediastino 


Cirurgia do esofago e do cardia 
Tratamento operatorio de doencas car- 
diagas adquiridas ou cogenitas, (‘Tetra- 
logia de Fallot, Buraco de Botal, Coarc- 
tacao da Aorta, estendse da valvula 
adrtica, angina pectoris) 
Cirurgia do Estomago. Dado pela Prof. Dr. 
G. E. Konjetzny, Diretor Emerito, Departa- 
mento de Cirurgia, Universidade de Ham- 
burgo. 
a. Anatomia patologica e fisiologia pato- 
logica da ulcera gastrica 
b. OperacgOes sobre 0 estomago 
c. Julgamento do operacao de Dragstedt e 
simpatectomia 
3. Cirurgia Urologica. Dada pelo Prof. Dr. 
Hans T. Junker, Chefe Clinica Urologica, 
Allgemeines Krankenhaus Barmbeck, Ham- 
burg-Wandsbek. 
a. Cistoscopia 
b. Pilografia 
d. Diagnostico radiologico das doencas dos 
rins 
e. Processos operatorios endoscopicos em 
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tumores da bexiga 

f. Tumores da prostata (particularmente 

hipertrofia) 

Prostatectomia 

1. Metodo de Freyer 

2. Metodo de Millin 

8. Metodo de Harris 
h. Cistectomia total em carcinoma da bexiga 
i. Assuntos diversos 

4. Fixagdo de Fraturas de Osos Longos por 
Cravejamento Metalico Medular: Dado pelo 
Prof. Dr. Gerard Kiintscher, Chirurgiao en 
Chefe, Kreiskrankenhaus, Schleswig. 

a. Consideragdes teoricas sobre craveja- 
mento metalico medular 

b. Indicagdes para cravejamento metalico 
medular 

c. Osos de perna, braco y ante bracgo 

d. Cravejamento medular em_ operagoes 
para pseudo-artrosis 

e. Técnica operatoria 

f. Film 

A Data: A data para inicio do curso é 15 Julho 
de 1952. 

Sitio: Cursos post-graduados em Cirurgia do 
Estomago e do Thorax serao dados no Clin- 
ica Cirurgica da Universidade de Hamburgo. 
O curso de Cirurgia Urologica sera dado no 
Allgemeines Krankenhaus Barmbeck, Ham- 
burgo-Wandsbek. 

Taxes: Para os residentes nos Estad os 
Unidos, Central e Sul America e Canada, a 
taxa sera de $100.00 por curso. 

Para os residentes na Europa, a taxa sera 
de DM 100 para cada curso. 

Os Cursos: Os cursos consistirao de demon- 
stracdes practicas, aulas e operacdes dadas 
por professores é post-graduados. 

Diretores: Prof. Dr. Albert Lezius. Prof. Dr. 
G. E. Konjetzny. Prof. Dr. Hans T. 
Junker. Prof. Dr. Gerard Kiintscher. 

Informacaes e registro para os cursos de pos- 
graduacgao serao recebidas até 1 de Julho de 

1952 e devem ser dirigidas ao Prof. Dr. Albert 

Lezius, Universidade de Hamburgo, Diretor do 

Departamento Cirurgico, Hamburgo-Eppendorf, 

Alemanha. 
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Date of International Assembly, University of Madrid 
May 19-24, 1952 


Dates of Preassembly and Postassembly Meetings 


University of Bordeaux .......... May 13, 14 
University of Barcelona ...... May 16, 17, 18 
Amsterdam ........ 


University of Vienna ............ May 26, 27 


Inauguration of Netherlands Chapter, 
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General News Notes 





Participation Invited in Third Pan-Amer- 
ican Convention of Gastro-enterology: Mem- 
bers of the International College of Surgeons 
are invited to attend the Third Pan-American 
Convention of Gastroenterology to be held in 
Mexico City, May 11 to 17, 1952, and also 
to present papers on the themes selected for 
the program. These themes are as follows: 
Clinical Anatomy of the Pancreas; Methods 
of Exploration of the Pancreas and their 
Value in Diagnosis; Acute Pancreatitis; 
Chronic Pancreatitis; Insufficiency of the 
External Secretion of the Pancreas; Cancer 
of the Pancreas; Sequelae of Pancreatic Dis- 
orders. The papers will be read in free ses- 
sions and must be original, unpublished, type- 
written and double spaced. Original and three 
copies should be sent in as soon as possible. 
They may be written in Spanish, English, 
French, German or Portuguese, and should 
contain summary, conclusions, and_ bibli- 
ography. They will be limited to 10 minutes’ 
speaking time. They will be read by the author 
or, if not present, by the secretary of the 
session. Further details may be obtained from 
Dr. Ramon Flores Lopez, Secretary General, 
Hospital General, Mexico 9, D. F. 


World Medical Congress Planned: A 
World Medical Congress for the study of the 
actual conditions of life, especially in coun- 
tries whose populations are suffering from the 
aftermath of World War II, will be held in 
Italy in September, 1952. An international 
secretariat is preparing 2 program for the 
medical study of the consequences of wars 
and the physicians of the entire world are 
urged to furnish material for discussion at 
the Congress. Three main subjects are con- 
templated, as follows: (1) Consequences of 
wars on the conditions of life and their ef- 
fect upon the physical and mental health of 
the people; (2) the obligations of doctors in 
face of these problems; and (3) the exchange 
of medical ideas and culture. Dr. Claudio 
Massenti, Piazza Venezia, 11, Rome, Italy, is 
the international secretary. 


Fourth International Congress of Haema- 
tology: This congress has selected Mar del 
Plata, Argentina, for its convention site. The 
congress will take place Sept. 21 to 26, 1952. 
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Among the subjects for discussion are: 
Neuroendocrine Regulation of Hematopoiesis 
and Hemostasis; Leukemias; Polycythemia of 
Altitule; Hemolytic Disease; and Histochem- 
istry and Cellular Ultrastructure. The secre- 
tary general is Dr. Sal Haberman, 3301 
Junius Street, Dallas, Texas. 


The International Congress of Oto-neuro- 
ophthalmology: Lisbon and Estoril have been 
selected for the seventeenth international 
meeting of this congress to be held April 22 
to 26, 1952. The program includes papers on 
the value of angiography in oto-neuro-oph- 
thalmology and on cranial 0.N.0. disorders of 
cervical origin. 


The International Congress. of Medical 
Librarianship: The Medical Librarianship 
Society has proposed to hold an international 
congress in London in July, 1953. In addi- 
tion to the reading and discussion of papers, 
plans have been made to visit various medical 
libraries and to hold social and professional 
functions. There will be an exhibit of medical 
books and periodicals as well as library equip- 
ment. The present office of the congress is 
under the directorship of the First Inter- 
national Congress on Medical Librarianship, 
c/o The London School of Hygiene and 
Tropical Medicine, Keppel Street, London, 
W.C.I. 


New Tropical Medicine and Hygiene 
Society: By the amalgamation of the Na- 
tional Malaria Society and the American 
Society of Tropical Medicine the new Amer- 
ican Society of Tropical Medicine has been 
formed. The publications of the society are 
the American Journal of Tropical Medicine 
and Hygiene and Tropical Medicine and 
Hygiene News. 


The European Congress of Cardiology: 
The 1st European Congress of Cardiology is 
to take place in London Sept. 10 to 12, 1952. 
Organization of the congress is under the 
directorship of the president of the British 
Cardiac Society, in collaboration with the 
president of the European Society of Car- 
diology. The convention will be held at the 
University of London. 











An Invitation 
to the 


Eighth International Assembly 
of the 


International College of Surgeons 
Madrid, Spain, May 19-24, 1952 
Faculty of Medicine, University City 


A most cordial and fraternal invitation is hereby extended to all 
surgeons throughout the world to attend the Eighth International 
Assembly of the International College of Surgeons. This Assembly 
will be held in Madrid, a city of immense historical and scenic 
interest, and its program will include significant contributions from 
eminent surgeons of many nations. No effort will be spared to 
assure our guests the utmost comfort and pleasure in every way, and 
it is confidently anticipated that those who attend will remember the 
occasion as one of the highest scientific and cultural value and the 
ultimate in relaxation and enjoyment. It is hoped that the wives of 
our guests will accompany them, and special arrangements have been 
made to entertain them. 


We should like to emphasize the keen appreciation of the Spanish 
Chapter of the international ideals and purposes of the College, and 
to assure all those who do us the honor to attend that we will 
endeavor in every way to make the occasion memorable. 


—Prof. Dr Martin Lagos, President, Spanish Chapter, 
International College of Surgeons 
—Prof. Dr. Martin Lagos, President, Spanish Chapter, 
Spanish Chapter 
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PRINCIPAL THEMES OF ASSEMBLY 


Surgery of Tumors of the Bladder 
Surgery of the Hip 

Cardiovascular Surgery 

Surgery of Tumors of the Rectum 


SPECIAL SECTIONS 


Obstetrics and Gynecology Thoracic Surgery 
Traumatology and Orthopedics Vascular Surgery 
Urology General Surgery 
Otorhinolaryngology Anesthesiology 
Neurosurgery Radiology 
Ophthalmology Pathology 
GENERAL PROGRAM 
May 19 Monday 4 pm. House of Delegates Meeting—Salén de Actos del Con- 


sejo Superior de Investigaciones Cientificas (All dele- 
gates are required to attend. Other members of the 
College are cordially invited to be present.) 


8 p.m. Reception 
May 20 Tuesday Morning Inaugural Ceremonies; formal opening of Assembly 


Afternoon Sectionai Meetings (scientific papers, demonstrations 
and discussions) 


May 21 Wednesday Morning Operative clinics and scientific papers 
Afternoon Scientific papers 


May 22 Thursday Excursion to El Escorial or Toledo 

May 23 Friday Morning Scientific sessions: convocation; induction of new mem- 
bers into Spanish Chapter; conferring of honorary de- 
grees 


Afternoon Scientific sessions 
Evening Banquet 
May 24 Saturday Morning Scientific sessions and closing session 


EXHIBITS 


During the Assembly, scientific and commercial exhibits will be shown in the Cen- 
tral Pavilion of the Faculty of Medicine, University City. In addition, there will be 
correlated exhibits of bibliographic material related to surgery, etc. 

A special Ladies’ Program has been prepared, which will consist of sightseeing in 
Madrid and environs, visits to museums, special concerts, fashion shows, etc. 


REGISTRATION 


Those attending the Assembly should register at the office of the Secretary of the 
Assembly in the Faculty of Medicine, University City. 

Under the auspices of the Council for the Co-Ordination of International Congresses 
of Medical Sciences (UNESCO), a special postgraduate course of lectures will be held 
in collaboration with the Eighth International Assembly of the International College of 
Surgeons. For complete information on this course, please address the President of 
the Spanish Chapter, Prof. Dr. Francisco Martin Lagos, Velazquez 98, Madrid, Spain. 


ORGANIZATION COMMITTEE 


President: 
Prof. Dr. Martin Lagos 
Madrid 
Vice-Presidents: Registration 
Prof. Garcia Orcoyen Dr. V. M. Nogueras 
Madrid Madrid 
Prof. Dr. Alfonso de la Pena Papers 
Madrid Dr. Merchan 
Prof. Dr. José Soler-Roig Madrid 
Barcelona 
Secretary General Open Sections 
Prof. Dr. Alfonso de la Fuente Dr. Varela 
Madrid Madrid 
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New 


Books 





Traité de Therapeutique Chirugicale. 
Bertrand P., and Cryssel, J. 8 Place de 
l'Odeon, Paris: G. Doin et Cie, 1952. Pp. 
3410; 2 vols. 

This work, consisting of two volumes, is a 
most valuable résumé and contribution to 
surgical literature. It treats of etiology, 
symptomatology, diagnosis and prognosis, 
and also of the preoperative, operative and 
postoperative treatment of surgical and med- 
cosurgical conditions that confront the gen- 
eral practitioner as well as the general sur- 
geon. The entire field of general surgery is 
discussed and analyzed in a complete, com- 
prehensive and illuminating manner. This 
work will prove serviceable to every physi- 
cian who wants to keep abreast with the 
latest and best in surgery. It presents only 
such therapeutic methods as have proved 
their efficiency and as have met the approval 
of recognized authorities. 

Volume I contains a practical discussion 
of the different types of anesthesia, their 
indications and their limitations and dangers, 
together with suggestions and guides to their 
appropriate selection and to the control of 
accidents incident thereto. In this volume also 
are appropriate and instructive chapters on 
surgical infections, surgical shock, the anti- 
biotics, and lesions of the different tissues: 
cellular, connective, muscular, vascular, lym- 
phatic (vessels and nodes), osseous, and 
nervous, are described in detail and the appro- 
priate treatment outlined in successively in- 
teresting and instructive chapters. 

Fractures and dislocations are presented 
inexhaustively. The practitioner will find in 
these pages many helpful suggestions with 
regard to such lesions, whether congenital, 
pathologic or traumatic. The chapters on 
the different types of osteomyelitis will be 
read with interest and benefit. We recom- 
mend frequent reading of the observations of 
these surgeons on benign and malignant neo- 
plasms and also on congenital and acquired 
lesions of the vertebral column and _ pelvic 


bones. 
In volume II are considered the disease 
processes of the different organs. These 


processes are analyzed and classified in a 
systematic manner. For instance, trauma- 
tisms of the thorax are described under the 
following classification: A. Closed trauma- 
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(1) simple contusions; (2) fractures 
of the ribs; (3) fractures of the sternum; 
(4) chondrosternal luxations, and (5) se- 
vere closed thoracic trauma. B. Open trauma- 
tisms: (1) nonpenetrating wounds; (2) pen- 
etrating wounds of the chest; (3) wounds 
of the pericardium, heart and great vessels, 
and (4) wounds involving both the thorax 
and the abdomen. 

The chapters on inflammatory and _ neo- 
plastic conditions of the mammary gland 
and the surrounding tissues are most en- 
lightening and will well repay careful and 
repeated reading. The latest approved meth- 
ods of treatment are explained in detail. 

Throughout these two volumes, the experi- 
ence and the teaching of the surgeons of the 
whole civilized world received discriminating 
consideration. American surgeons are fre- 
auently quoted in the chapters concerning 
diseases of the liver, biliary channels and 
gall bladder, including liver abscess, liver 
cysts, and hydatid, echinococcus and non- 
parasitic conditions. The symptoms, patho- 
logic picture and treatment of cholelithiasis 
are discussed; the indications for therapy and 
the preoperative, operative and postoperative 
management are more than adequately pre- 
sented, yet with no unnecessary details. The 
sections on cholecystotomy, cholecystectomy, 
choledochotomy, the peritonitis of bilary 
origin and volvulus of the gallbladder will 
prove interesting and valuable both to the 
general practitioner and to the general sur- 
geon. 

Particular attenion is given to gynecologic 
disease and also to disease of the male genito- 
urinary organs. The chapters on hernia are 
a most valuable part of these two volumes. 

This work is a masterpiece of modern med- 
ical literature and should certainly enjoy the 
same popularity in the United States that 
it deservedly obtain in Europe. 

MAX THOREK, M.D. 

The Technique of Pulmonary Resection. 
By Richard H. Overholt and Lazaro Langer. 
Springfield, Ill.: Charles C Thomas, Publisher. 
1951. 2d ed. Pp. 216, with 71 illustrations, 
many in color. 

The fact that this book has gone into the 
second edition attests its worth. The keynote 
of the work is resection of portions of the lung 
for various pathologic lesions (infection, tu- 
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mor or injury). The work is divided into seven 
chapters, all dealing with various phases of 
the subject under discussion. Chapter 1 deals 
with preoperative preparation, Chapter 2 
with operative preliminaries, Chapter 3 with 
general considerations pertaining to all re- 
sections, Chapter 4 with intrapulmonary and 
hilar surgical anatomy, Chapter 5 with spe- 
cific resections, Chapter 6 with postresection 
management and complications, and Chapter 
7 with postresection thoracoplasty. 

The work is comprehensive, thorough, up- 
to-date and worth while. It is recommended 
to all who are interested in this phase of 
surgical endeavor. The illustrations consist 
of photographs and drawings. All in all, they 
are commendable. Of particular interest are 
such colored drawings as Figures 25, 26, 27 
and 28, which beautifully depict the anatomic 
areas and structures under consideration. 
Some of the kodachrome photographs depict- 
ing various lesions (Figures 14 and 15) are 
excellent. The book is highly recommended. 


Mart: 
Affections Traumatiques. By R. Merle 
D’Aubigne. Paris: Les Editions Medicales 
Flammarion, 1951. Pp. 1046. 


Among “traumatisms” the authors include 
all lesions of the human body due to such 
physical and mechanical factors as _ percus- 
sion, compression, traction and torsion, and 
also those due to thermic variations, such as 
burns (including electric burns), frostbite, 
and the effects of caustic agents. These sub- 
jects are treated in a masterly way by four- 
teen eminent French surgeons. 

Consideration is given mainly to clinical 
manifestations and approved therapeutic indi- 
cations. Traumatic lesions are classified as 
contusions or wounds, depending on whether 
the skin or the mucous membranes are in- 
volved. The treatment of both wounds and 
contusions is admirably discussed. 

Much consideration is given to the nature, 
localization and treatment of deep lesions, 
such as injuries to the vessels, nerves and 
viscera whether or not they are associated 
with lesions of the integument. Traumatisms 
caused by war projectiles, crush injuries and 
vast injuries are discussed. 

The treatment of shock and infection is 
given in detail. The authors favor the use 
of sulfonamides, penicillin, saline solutions 
and plasma and blood transfusins. They em- 
ploy large doses of penicillin for surgical 
infections, and for burns they emphasize the 
need of paying special attention to renal 
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function. In the presence of surgical shock 
and extensive burns they advise the use of 
massive transfusions of plasma and whole 
blood. 

Burns are classified as follows: (1) epi- 
dermal burns, (2) dermal burns and (3) 
deep burns. The infection associated with 
burns is polymicrobic, staphylococcic, strepto- 
coccic, hemolytic or nonhemolytic. In the 
perineal and gluteal regions the Bacillus coli 
is a contributing factor. 

Several pages are devoted to the treatment 
of frostbite and to the various indications 
for its treatment. Thoroughly discussed from 
the clinical and therapeutic standpoints are 
the different types of gangrene secondary to 
trauma. A chapter is devoted to tetanus. 
Injuries of the arteries and veins, arterio- 
venous aneurisms and injuries of the various 
viscera are analyzed, and interesting modes 
of treatment are enumerated and carefully 
studied. 

Two of the most interesting chapters— 
those dealing with wounds of the thorax and 
thoracic organs and injuries of the abdom- 
inal wall and the abdominal viscera—will 
prove serviceable to both the industrial sur- 
geon and the general practitioner. Remark- 
able progress has been made in the manage- 
ment of these conditions. A discussion of 
fractures, sprains and dislocations, their treat- 
ment and complications, covers over 400 
pages. This is a most valuable work and 
should be translated into English. Its fre- 
quent consultation will lead to a great im- 
provement in the treatment of traumatic 
lesions, whatever their nature and gravity. 
The work deserves wide popularity. 

Mer, 

A History of Neurological Surgery. Edited 
by A. Earl Walker. Baltimore: The Williams 
& Wilkins Company, 1951. Pp. 583, with 153 
illustrations. 

This fine monograph comprises a series of 
discussion devoted to modern cranial and in- 
tracranial surgical technics and procedures 
have evolved from centuries of man’s inquisi- 
tive explorations of the human cranium. 

Perhaps the unusual quality of the work 
has been achieved in part by the chronologic 
account of the development of each particu- 
lar neurosurgical technic or procedure under 
consideration, so that the reader is permitted 
to survey the historical panorama of advance- 
ment in this field. 





Biographical sketches of such pioneers in 
neurosurgery as Harvey Cushing, Victor 
Horsley, Charles Frazier and many others 
offer the reader intriguing variety in addi- 
tion to valuable information. The reader is 
impressed by the documentary material in- 
cluded. It is interesting to note that surgical 
procedures with a striking resemblance to 
modern technics were employed by the an- 
cient Greeks and Romans. The historic oper- 
ation of trepanning is discussed in the 
prologue. 

All aspects of this neurosurgery are as 
thoroughly covered as the confines of a single 
volume permit. A bibliography of 124 pages 
is included. There are many excellently re- 
produced photographs and drawings, which 
further enhance the material. The work can 
be highly recommended not only to the neuro- 
surgeon but to any reader interested in 


neurosurgery. 
M. T. 


Tumors of the Skin. By Joseph Jordan 
Eller and William Douglas Eller. Philadel- 
phia: Lea and Febiger, 1951. 2d ed. Pp. 
656, with 550 illustrations and 8 color plates. 

This excellent second edition of Tumors of 
the Skin became a necessity because of the 
tremendous recent advances in diagnosis and 
therapy measures resulting from the per- 
sonal observation of many new cases of be- 
nign and malignant tumor. This edition pro- 
poses certain alterations in previously recom- 
mended procedures in the therapy and man- 
agement of tumors. For instance, the section 
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on the principles and technics of irradiation 
therapy has been extended and substantially 
improved. An entirely new chapter on irradi- 
ation physics, profusely supplied with valu- 
able statistical data and charts, has been 
incorporated into this second edition. 

The chapter on surgical and plastic inter- 
vention as the treatment of choice for certain 
cutaneous tumors has been completely re- 
vised. It now embodies all available up-to- 
date information, including a description of 
the Reese dermatape method of skin grafting. 

Since the text is entirely devoted to der- 
matologic diseases, one might surmise that 
its value and interest would be confined to 
the dermatology. On the contrary, the diag- 
nosis of cutaneous cancers often becomes the 
responsibility of the surgeon and the general 
practitioner, and the ability to recognize 
early precancerous skin conditions as are 
frequently encountered is of the utmost im- 
portance. In this connection, an entire chap- 
ter devoted to the nineteen so-called pre- 
cancerous cutaneous diseases is presented. 

As in the previous edition, there are many 
fine diagrammatic and photographic illustra- 
tions. Forty-seven excellent new _illustra- 
tions have been added to this edition, most 
of them from the authors’ personal collection. 

An adequate and up-to-date bibliography 
may be found at the conclusion of each chap- 
ter, and a complete author and subject index 
concludes the work. It is a pleasure to recom- 
mend the work to all who are called upon to 


diagnose and treat cutaneous lesions. 
M. T. 





To Our Contributors Abroad 


We regret to announce that under current publishing conditions it has become 
impossible for the Journal to arrange the translation into English of original articles 
submitted in other languages. With the single exception of articles written specifi- 
cally for the Seccion en Espanol, which, of course, do not require translation, we 
must therefore request that all articles henceforward be submitted in the English 
language. Prompt publication can be greatly facilitated if all manuscripts are 
typed in double or triple space to allow room for editorial corrections. Your coop- 
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Abstracts from Current Literature 





Acute Non-Specific Mesenteric Lymphadeni- 
tis. Ward-McQuaid, J. N.: Lancet 2:524, 
1951. 

This~ condition is of interest because it is 
difficult to differentiate from appendicitis. It 
may be a secondary and generalized (as in 
widespread involvement of the lymphatic sys- 
tem), or localized (as in enteritis). In one- 
half the cases the patients are children under 
the age of 14. 

Of 500 children under 14, 422 underwent 
emergency appendectomy, and 74 per cent of 
these had acute appendicitis. In 15.4 per cent 
there was nonspecific mesenteric adenitis 
without acute inflammation of the appendix. 

The cause of the pain associated with non- 
specific mesenteric lymphadenitis is not under- 
stood. An exact line cannot be drawn between 
the children whose pain was due to mesenteric 
adenitis and those in whom it was due to other 
causes. 

Of 70 consecutive children whose symptoms 
were thought to be due to nonspecific mesen- 
teric lymphadenitis, and whose appendixes 
had been removed at least one year earlier, 
12 continued to complain of similar pains. It 
is estimated that more than 3,500 children suf- 
fering from mesenteric lymphadenitis are ad- 
mitted yearly to hospitals in England and 
Wales, and the majority are operated upon. 

“In considering the problem of treatment, 
there is on the one hand a low mortality from 
appendicitis, and freedom from worry by the 
parent, practitioner and surgeon, and on the 
other hand an unnecessary operation, albeit 
with a low morbidity and negligible mortality. 
It should be possible, however, to reduce the 
latter without increasing the former.” 

E. H. Boyer, M.D. 


Present Concepts Concerning the Surgical 
Management of Duodenal Ulcer. Allen, A. 
W.: New England J. Med. 245:591, 1951. 
This paper is a review of the management 

of duodenal ulcer, past and present. It is 

stated that duodenal ulcer results from 
physiologic imbalance of the stomach secre- 
tions, and it is pointed out that the various 
forms of treatment, surgical and otherwise, 
are designed to correct this imbalance. A brief 
review is given of the earlier efforts of physi- 
ologists in this field, pointing out that neu- 
tralization of the acid-activating cells in the 
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stomach became the object of the surgeons. 

Gastroenterostomy and its disadvantages 
and complications are briefly dealt with. The 
surgical indications for the treatment of 
ulcer are stated. Principles underlying gas- 
trectomy are discussed. The effects of the 
vagus nerve on the stomach are considered, 
and a review of vagotomy is given. An at- 
tempt is made to evaluate the use of vagotomy 
and to describe its present-day indications. 
The subject of anastomotic ulcer is dealt with, 
and appropriate surgical treatment is sug- 
gested. 

The paper closes with a summary of sur- 
gical indications for the treatment of duodenal 
ulcer and a brief review of possible complica- 
tions. 

LYON H. APPLEBY, M.D. 


The Johns Hopkins Fluoroscopic Screen In- 
tensifier. Morgan, R. H., and Sturm, R. E.: 
Radiology 57:556-560, 1951. 

It has been pointed out that the clarity of 
fluoroscopic vision should be improved many 
times, that the need for dark adaptation be- 
fore fluoroscopic procedures should be elimi- 
nated, and that the dose of irradiation de- 
livered to both patient and roentgenologist 
would be reduced if brighter screens were 
available. 

The authors describe an intensifier de- 
veloped by themselves. A conventional roent- 
gen generator is used, operating at 70 to 100 
k.v.p., and a tube current of 5 milliamperes. 
The rays produced pass through the anatomic 
structure, then through a wafer grid, and 
impinge on a screen of the conventional zinc 
sulfide type. These images are then focused 
on image orthicon by means of a folded 
Schmidt optical system. The orthicon con- 
verts the fluorescent images into an electric 
current which is then amplified many times. 
The amplified current is then applied to a 
television viewing tube, where it produces an 
intensified reproduction of the image of the 
anatomic part under study. 

In thoracic fluoroscopy the brightness levels 
yielded by this new method are approximately 
300 to 1,000 times greater than those pro- 
duced by conventional fluoroscopes. In ab- 
dominal fluoroscopic procedures the gains are 
1,000 to 3,000 times, 

EK. H. Boyer, M.D. 
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Vagotomy for Idiopathic Ulcerative Colitis 
and Regional Enteritis. Thorek, P.: J.A. 
M.A. 145:140, 1951. 

Dr. Philip Thorek reports his observations 
on 21 patients subjected to vagotomy in the 
past five years. Twenty patients had idio- 
pathic ulcerative colitis, and in 7 of these the 
lesion had also extended into the ileum. In 
1 case vagotomy was performed for severe 
fulminating mucous colitis which had caused 
the patient to lose considerable weight. She 
was passing 10 to 30 mucoid stools daily. 

In 80 per cent of Dr. Thorek’s cases va- 
gotomy produced favorable, and often cura- 
tive, results. He cites other authorities who 
have obtained similarly favorable effects after 
vagotomy, and this naturally raises the ques- 
tion, why? Heretofore, surgeons have been 
told that the vagi terminate in the transverse 
portion of the colon, especially at the splenic 
flexure, and that their place lower in the 
colon and in the rectum is taken by the 
sacropelvic nerves. 

It is well known that psychic and emotional 
factors play a large part in these cases. 
Hence, competent medical and _ psychiatric 
treatment is indicated at first; surgical inter- 
vention is uncalled for except when these 
bring no response. If a patient is examined 
with a proctoscope while suffering emotional 
stress one can see the rectal mucosa under- 
going changes, with the development of en- 
gorgement and of petechial hemorrhages; 
after a vagotomy, under the same conditions, 
emotional stress fails to produce’ these 
changes. It is no wonder, therefore, says 
Dr. Thorek, that authorities begin to suspect 
that the vagi innervate the entire colon down 
to the anal margin. If this is not true, he 
adds, a synapse must exist between the vagi 
and the sacropelvic nerves. 

In the author’s series the ileum was also 
involved in a third of the cases; other au- 
thorities cite ileal involvements varying from 
1 to 40 per cent. Obviously, the ileocecal valve 
often fails to prevent proximal extension of 
the disease. However, Thorek stresses the 
fact that the ulcerative ileal lesions are often 
as superficial as they are in the colon and 
not accompanied by stenosis, fistula forma- 
tion, granulomatous tumors, etc.; these lat- 
ter are characteristic of primary regional 
ileitis. Nevertheless, in all cases of chronic 
ulcerative colitis not responding to proper 
medical and psychiatric therapy, surgical 
treatment is urgently needed, lest serious 
complications ensue. The most common of 
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these are hemorrhage, obstruction, perfora- 
tion, occasional fistula formation, visceral and 
constitutional degenerative changes, and pos- 
sible malignant degeneration. Thorek likes to 
avoid ileostomy and/or resection, since these 
are often unsuccessful. Vagotomy can be 
more easily performed via the _ thoracic 
route, and the severing of the vagi can 
more thoroughly be done as they lie close 
to the thoracic portion of the esophagus, 
just above the diaphragm. However, Thorek 
prefers to use the transabdominal route 
and to sever these nerves just below the 
diaphragm. His reason is that it permits 
gentle exploration of the pathologic area, and 
if stenosis or malignant degeneration is pres- 
ent it can be handled at the same time. In 
his opinion gastroenterostomy is unnecessary, 
as the postvagotomy gastric atony disappears 
after a tube has been left in the stomach for 
three days. Postoperatively the Hollander in- 
sulin test is employed to ascertain whether 
the vagotomy was complete or not. In cases 
of incomplete division, a subsequent trans- 
thoracic vagotomy can be done. Thorek found 
it necessary to do this in only 2 of his cases; 
however, he does not do it on the basis of 
the test alone. The patient must also show 
insufficient clinical improvement. If the pa- 
tient is asymptomatic a second vagotomy is 
not indicated, irrespective of the results of 
the Hollander insulin test. 

Eleven of the 21 patients were rendered 
asymptomatic, and 6 more were greatly im- 
proved. The ultimate results of vagotomy 
were unsatisfactory in 4 instances. Postoper- 
ative proctoscopic observations were taken in 
18 cases; in 13 the appearance of the rectal 
mucosa had greatly improved or appeared 
normal for the first time. In addition, post- 
operative roentgenologic studies confirmed the 
favorable effects of vagotomy in 19 patients, 
and many of them showed great clinical im- 
provement and a marked gain in weight, the 
average gain varying from 20 to 30 per cent. 
In over half of the cases the stools no longer 
contain blood, pus or excess mucus, and the 
patients in remaining 50 per'cent also showed 
moderate to marked improvement in this re- 
spect. Intestinal spasm was also. greatly 
diminished. All in all, the results were highly 
encouraging, but the author states. that 
further study is needed before one can prog- 
nosticate, before vagotomy, which patient will 
be benefited and which will not. 

RICHARD A. LEONARDO, M.D. 
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The Relationship Between Biliary Tract and 
Coronary Artery Disease. Walters, M. B., 
and Master, A. M., Surg., Gynec., & Obst. 
94:152, 1951. 

Working at Mount Sinai Hospital, New 
York, the authors studied 17 patients with 
acute disease of the biliary tract and 28 pa- 
tients with chronic disorders of the gall- 
bladder. Judging by the cases studied, acute 
cholecystitis or gallstone colic may effect the 
electrocardiogram either in the presence or in 
the absence of cardiac symptoms. The pre- 
dominant changes observed were a flattening 
and inversion of the T waves and, to a lesser 
extent, an ST segment depression. Electro- 
cardiographic changes noted in cases of acute 
disease of the biliary tract occur only when 
underlying disease of the coronary artery is 
present and are not caused solely by the 
biliary condition. 

Similar conclusions have been drawn from 
animal experiments produced by several 
groups of investigators. No major electro- 
cardiographic change could be produced by 
mere distention of the gallbladder or common 
duct in a dog. When lesions of the coronary 
arteries had been experimentally produced 
earlier, however, significant abnormalities of 
the RST segments of the electrocardiogram 
were consistently present. The gallbladder and 
cardiovascular systems are innervated by the 
sympathetic and parasympathetic nervous sys- 
tems, and both are subject to the reflexes of 
either of these systems. The vagus nerve 
exerts a tonic vasoconstrictor effect upon the 
coronary vessels. Experimentally, the coron- 
ary blood flow may be reduced by distention 
of the stomach or the abdominal cavity. This 
effect may be abolished by vagal section or 
by administration of atropine. 

From these experiments it may well be 
postulated that distention and irritation of 
the gallbladder or its ducts initiate afferent 
impulses in the vagus nerve. These produce 
efferent vagus impulses of central reflex 
origin, which may lead to coronary vasocon- 
striction. When some interference with the 
coronary circulation is present as a result of 
coronary sclerosis, the added burden of dis- 
ease of the biliary tract may result in a suf- 
ficient reduction in coronary blood flow to pro- 
duce electrocardiographic changes and even 
myocardial damage. 

One case is cited in which there were 
ST and T wave changes with the attack of 
acute cholecystitis and an anterior myocar- 
dial infarction following the operation. Other 


629 


ABSTRACTS 


instances of myocardial infarction have been 
reported after cholecystectomy. Since most, 
if not all, patients with acute cholescystitis 
and electrocardiographic changes have under- 
lying coronary artery disease, a routine pre- 
operative electrocardiogram is imperative for 
all patients with acute disorders of the biliary 
tract. If the result is abnormal, postoperative 
electrocardiograms should be taken before the 
patient is allowed out of bed and, preferably, 
also before discharge from the hospital. 

There is evidence of underlying coronary 
artery disease in all patients who present 
symptoms of both angina pectoris and chronic 
disease of the gallbladder. The anginal symp- 
toms in these cases are due to the presence 
of coronary sclerosis. It is extremely impor- 
tant to differentiate between the two condi- 
tions. Almost invariably anginal pain radiates 
under the sternum and often to the shoulders 
and down the left arm. It does not tend to 
radiate to the subscapular region. Anginal 
pain characteristically has a ‘‘pressing, clutch- 
ing” quality and is hardly ever centered in 
the right upper quadrant of the abdomen. 
In some cases the anginal episode accom- 
panies the gallstone attack and appears to 
be set off by it. The gallbladder attack may 
perhaps act as a trigger mechanism, setting 
off a vasovagal reflex that results in reduc- 
tion or alteration of the coronary blood sup- 
ply, so that existing minor deficiencies in 
the coronary circulation become manifest or 
preexisting symptoms are aggravated. Since 
disease of the gallbladder and disease of the 
coronary artery are frequently associated, 
and since the symptoms of one may simulate 
the other, it is important to differentiate be- 
tween the two conditions. The differential 
diagnosis is not difficult if a careful history 
has been taken. It is aided by the two-step 
exercise test, which may provide objective 
evidence of coronary insufficiency when the 
resting 12-lead electrocardiogram is normal. 

After surgical correction of disease of the 
biliary tract the cardiac condition may im- 
prove. Disease of the coronary arteries is 
not affected by such surgical procedures. 

In patients with acute gallbladder disease, 
the resting 12-lead electrocardiogram may be 
normal or may become normal after the acute 
attack has subsided or after operation. How- 
ever, the diagnosis of coronary artery dis- 
ease should not be excluded in such cases 
until a two-step test has been done and the 
results are normal. 

H. J. ROSEVEAR, M.D. 
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Intubated Ureterotomy. Davis, D. M.: South. 

M. J. 44:275, 1951. 

The author reviews the modifications and 
refinements in his technic of “intubed ure- 
terotomy.” The procedure of simply splitting 
the ureter longitudinally through the length 
of areas of stricture and splinting the ureter 
so that the wall will grow around the splint 
has been utilized for all sizes, types and loca- 
tions of narrowing. 

The several technical points emphasized are 
as follows: 1. A_ straight, smooth rubber 
catheter was found preferable to the original 
T tube for drainage. 2. Drainage tubes emerg- 
ing through a pyelotomy were attended by 
less complication than those through a 
nephrotomy. 3. Secondary strictures at the 
end of the splinting tube can be avoided by 
entubating the whole ureter. 4. Deposition of 
sand in the splinting or drainage tubes can 
ruin a successful procedure. This can be 
minimized by irrigations with acid solutions. 
5. The straight rather than an angulated 
splinting catheter is important. Termination 
in the pelvis rather than out through the 
pyelotomy to the surface will accomplish this. 
6. The ureter and the pelvis should be sur- 
rounded by fat to prevent adherence to the 
kidney, peritoneum or adjacent muscle by 
scar. 7. It is desirable to arrange the tubes 
so that the splinting catheter can be with- 
drawn, leaving the drainage tube intact. This 
can be accomplished in several ways, all de- 
signed to fix the splint while indwelling and 
facilitate its removal later. 


JACK HYMAN, M.D. 


The Paralysis of Autonomic Ganglia, with 
Special Reference to the Therapeutic Ef- 
fects of Ganglion-Blocking Drugs. Paton, 
W. M. D.: Brit. M. J. 1:773, 1951. 

There are many chemical agents and other 
conditions that which will interfere with the 
transmission of impulses through the auton- 
omic ganglia. Normally acetylcholine is re- 
leased by the nerve terminals of the 
preganglionic nerve, and the acetylcholine so 
released excites the ganglion itself. Paralysis 
of transmission of impulse may take place in 
several ways: Interference with the release of 
acetylcholine; anesthesia with procaine or a 
similar local anesthetic; calcium deficiency in 
the paraganglionic fluid; drugs that are com- 
petitive with acetylcholine, and depolarization 
of the ganglion itself. Curare, tetraethylam- 


630 


APRIL, 1952 


monium, and hexamethylium are important 
drugs that block by competition with acetyl- 
choline. 

The first such drug to be described was 
nicotine. Nicotine blocks by depolarization. 
The competitive blocking agents are curare 
and tetraethylammonium drugs. Clinical in- 
vestigations of the ganglionic blocking agents 
have, of course, been reported previously. In 
man hexamethylium has proved to be of some 
value in the reduction of hypertension and 
the relief of such symptoms as _ headache, 
dizziness, ocular disturbance, and breathless- 
ness on exertion. Hexamethylium introduced 
intramuscularly will inhibit the spontaneous 
secretion of hydrochloric acid in the stomach 
to the point of achlorhydria. Apparently hex- 
amethylium does not act equally on all 
autonomic ganglia. It appears that the para- 
sympathetic ganglia to the salivary gland, the 
superior cervical ganglia, the vasomotor 
ganglia and the visceroganglia, in that order, 
are the most frequently affected. Further in- 
vestigation on longer chain ammoniated com- 
pounds, such as decamethonium, may reveal 
more knowledge about the relation of the auto- 
nomic synapse to various diseases. 

Morris T. FRIEDELL, M.D. 


Transurethral Resection of the Bladder Neck 
in the Treatment of Congenital Abnormal- 
ities in Children. Rinker, J. R.: South M. J. 
44:382, 1951. 

Congenital obstructive lesions at the vesical 
neck or neurogenic dysfunction in children 
produces difficulty in urinating, enuresis, re- 
current pyuria and other vesical symptoms. 
Complete urologic studies to determine the 
exact nature and extent of the lesion must 
be done before adequate therapy is instituted. 

Transurethral resection with an _ instru- 
ment of small caliper was used to remove 
an obstruction at the vesical neck. Resection 
of the vesical neck was also done to diminish 
resistance to a neurogenically weakened de- 
trusor. Good results were obtained by reduc- 
tion or elimination of residual urine and 
elimination of urinary infection. 

Additional surgical procedures are recom- 
mended when dilatation of the upper part of 
the urinary tract is encountered. Conserva- 
tion of functioning renal parenchyma is like- 
wise stressed. 

Supplementary drainage may be required 
for long periods if considerable renal damage 
has already occurred. 

JACK HYMAN, M.D. 
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Testosterone Therapy of Metastatic Adeno- 
carcinoma of the Thyroid, with Remission. 
Lemon, H. M.; Ravin, I. S.; Ross, J. F.; 
Sisson, J. H.; Anglem, T. J., and Branca, 
A. W.: Cancer 4:1176, 1951. 

Hormone therapy has proved valuable in 
supplementing operation and irradiation in 
the treatment of patients with advanced car- 
cinoma arising from the primary or secondary 
sex organs. The authors report a case of 
thyroid carcinoma with metastases treated at 
the Robert Dawson Evans Memorial Hospital, 
the departments of Medicine and Surgery, 
Boston University School of Medicine, and 
the Tumor Clinic, Massachusetts Memorial 
Hospital and Boston City Hospitals. This case 
is thought to be the first demonstration of 
successful application of a steroid in the 
treatment of metastatic thyroid carcinoma. 

This is the case of a 53-year-old married 
white woman first was seen by the authors 
in May 1950. Her symptoms dated back to 
about 1940. In 1942, roentgenograms of the 
stomach showed areas of osteoblastic activity 
in the vertebra. This was diagnosed as a 
metastatic carcinoma from unknown source. 
For the next four years she was relatively 
asymptomatic and led a normal active life. 
In 1946 a solitary nodule was excised from 
the thyroid. The diagnosis at the time was 
simple fetal adenoma with no evidence of 
vascular invasion. The patient was in rela- 
tively good health until 1949, when there 
developed an insidious pain below the left 
shoulder blade. Because of the changes in the 
vertebral bodies the patient was fitted with 
a back brace but continued to have unremit- 
ting back pain that confined her to bed. At 
this time there had been no significant change 
in her physical condition. 

In April 1949, a mass developed over the 
spinous processes of the sixth and seventh 
dorsal vertebrae. A biopsy of this area showed 
a few acini, which contained colloid. In May 
1949 the patient was given roentgen treat- 
ments for the first time. A total of 15,600 r 
was administered over the next eleven months. 
Considerable relief of pain resulted within 
a month, and some recalcification of the 
eighth and ninth dorsal vertebrae had oc- 
curred. Within three months from the start 
of therapy the patient was doing light house- 
work without pain. In August 1949, pain 
recurred to the left middorsal spine, which 
was receiving irradiation therapy at the time. 
By December, radiolucent areas appeared in 
the lower lumbar vertebrae for the first time. 


631 


ABSTRACTS 


High voltage roentgen therapy had failed to 
halt the disease, the patient was given, on 
several occasions, 100 uc. of I'*1. There was 
no evidence of concentrations of the radio- 
active material in the areas of metastases. 

In an attempt to promote rapid iodine 
uptake by the osseous metastases, thyrotropic 
hormone was administered; but no significant 
accumulation of radioactive iodine in the 
metastases was demonstrable. The patient had 
considerable pain in the back with girdle pain, 
and it was urgently necessary to halt further 
extension of the disease if damage to the 
spinal cord were to be avoided. Because of 
the failure of the metastases to show an 
uptake of radioactive iodine and the probable 
radioresistance of the metastases in the fourth 
lumbar vertebra, I'*! therapy did not seem 
justified. Similarly, surgical excision of the 
residual normal thyroid seemed to offer only 
a slender prospect of stimulating sufficient 
iodine accumulation for successful internal 
irradiation of the tumor. The osseous nature 
of the metastases and the -patient’s age 
favored the trial of testosterone propionate 
(a dose of 100 mg. given intramuscularly 
three times weekly). This was begun in June 
1950. 

Within four or five days after the start 
of testosterone treatment, there was dramatic 
subjective improvement in the patient’s back 
pain, appetite and mood. Within a month she 
was able to leave the hospital and return to 
her usual activities as a housekeeper. 

The most noteworthy change in the results 
of laboratory studies was the sharp eleva- 
tion of serum alkaline phosphatase from 7 
Bodansky units to 13 units within the first 
two or three weeks after the start of test- 
osterone therapy, followed by a return to nor- 
mal limits at the end of three months. This 
paralleled the rapid subjective relief and 
culminated in rapid recalcification of most 
of the osteolytic areas, including those in the 
skull not previously subjected to irradiation. 
There was temporary return of eosinophil- 
lysis by epinephrine administration after as 
little as 100 mg. of testosterone had been 
given; a more persistent rise occurred in 
17-ketosteroid excretion, most of which prob- 
ably represented metabolized exogenous an- 
drogen. During this period, dramatic recalcifi- 
cation of many of the bone metastases 
occurred. Almost complete healing took place 
in the skull, which had received no irradi- 
ation; marked recalcification of the fourth 
lumbar vertebra was apparent after three 
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months, and at the end of seven months there 
was marked generalized recalcification of the 
dorsal and lumbar portions of the spine. 

In September 1951 skeletal and thoracic 
roentgenograms showed no evidence of 
further progression of the tumor, although 
a few osteolytic areas persisted in the dorsal 
and lumbar portions of the spine and in the 
pelvis. 

Adenocarcinoma of the thyroid gland re- 
sembles that arising from the mammary gland 
in many respects, including (a) an incidence 
predominant in the female sex, (b) a pre- 
dilection for metastasis to red bone marrow 
after involvement of the regional nodes and 
(c) survival of at least one-fifth of the pa- 
tients with inoperable disease for more than 
five years. In this patient, no source of the 
metastic tumor other than the thyroid has 
been detected by numerous observers during 
a period of nine years. The metastatic acini 
observed in the dorsal spinous processes 
provide considerable support for the thyroid 
origin of this tumor. 

The failure of the metastases to accumu- 
late sufficient amounts of radioactive iodine 
is consistent with the behavior of the ma- 
jority thyroid adenocarcinomas and agrees 
well with the scanty amount of colloid noted 
in the osseous lesions. 

Only 15 per cent of thyroid cancers ac- 
cumulate sufficient amounts of radioactive 
iodine, either in the primary lesion or in 
distant metastases. Observers have attempted 
to increase the uptake by administering 
thyrotropic hormone, by removing the nor- 
mal thyroid, or by destroying its function 
by radioactive iodine therapy prior to the 
administration of the therapeutic dose of 
[181, 
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The patient was definitely worse during the 
short period in which she was given small 
doses of estrogen. The metastatic areas in 
the dorsal portion of the spine definitely 
progressed during the administration of 
local roentgen ray therapy, terminating in 
vertebral collapse. This emphasizes the well 
known radioresistance of some cancers, both 
in the thyroid and elsewhere, which is fre- 
quently overlooked in discussions of internal 
irradiation. 

The protein-anabolic effect of testosterone 
was well demonstrated in this patient. Some 
evidence of reduced adrenocortical function 
prior to therapy was present, as was shown 
by the decline in blood pressure, the failure 
of eosinophil response to epinephrine stress, 
and a low 17-ketosteroid excretion. 

Apparently testosterone therapy has been 
most successful when there are demonstrable 
deficiencies in adrenal cortical secretion prior 
to therapy. Patients whose tumors are rapidly 
progressing in spite of good adrenal-cortical 
response to this form of chronic stress may 
not be aided by any form of substitution 
therapy. 

Because of the favorable response to an- 
drogens in this case, perhaps predictable on 
the basis of the indolent nature and the loca- 
tion of the metastases, a further trial of 
testosterone propionate is warranted for the 
treatment of metastatic thyroid adenocarci- 
noma. In view of the limited success thus 
far achieved by radioactive iodine therapy 
in this disease and the capacity of malignant 
tumors to become resistant to nonlethal doses 
of ionizing irradiation, the development of 
alternative methods of therapy appears im- 
perative. 

H. J. ROSEVEAR, M. D. 





Copies of the Revised Constitution and Bylaws 
Are Now Ready for Distribution 


All who are interested in membership qualifications should write to the 


Secretary, International College of Surgeons 


1516 Lake Shore Drive, Chicago, III. 








In Memoriam 





HORACIO IZECKSON BLANCH, M.D., 
F.L.C.S. 


Dr. Horacio Izeckson Blanch, Fellow of 
the Surgical Section of Central Brazil of the 
Brazilian Chapter of the International Col- 
lege of Surgeons, died of meningitis in 
Sao Paulo on January 2, 1952. 

Dr. Izeckson Blanch was born in Buenos 
Aires, Argentina on August 27, 1906. He 
was graduated from the Faculty of Medicine 
of the University of Minas Gerais in 1936. 

He was a Fellow of the Society of Ophthal- 
mology of Minas Gerais, a Diplomate of the 
National Council of Ophthalmology and Direc- 
tor of the Eye, Ear, Nose and Throat Hos- 
pital of Araguari. 

He resided in Araguari, 


Minas Gerais, 


Brazil, until recently, when he moved to Sao 
Paulo. 
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EDGAR ERSKINE HUME 
M.C., U.S. ARMY; F.I.C.S. (HON.) 


Major General Edgar Erskine Hume, for- 
mer chief surgeon of the Far East Command, 
died in Walter Reed Hospital in Washington 
on January 24 at the age of 62. 

General Hume was born in Frankfort, Ken- 
tucky. He was graduated from Centre Col- 
lege, Kentucky, with a Bachelor of Arts de- 
gree in 1908 and Master of Arts degree in 
1909. He received his M.D. degree from Johns 
Hopkins University. He studied medicine also 
at the University of Munich and the Univer- 
sity of Rome. He graduated from the Army 
Medical School in 1916, No. 1 in his class, 
and was commissioned a First Lieutenant, 
Medical Corps, on January 14, 1917. He was 
promoted to captain in March, 1918, and to 
major in the same month; to lieutenant 
colonel (temporary) in April, 1918, reverting 
to his permanent rank of major in June, 1920. 
He was promoted to lieutenant colonel in 
January 1937; to colonel (temporary) in 
June, 1941; to colonel (permanent) in Jan- 
uary 1943; to brigadier general (temporary ) 
in January 1944; to the same rank (per- 
manent) in April, 1948; to major general 
(temporary) in May 1949; and the same 
rank, permanent, in November 1949. 

During the first World War General Hume 
served as Commanding Officer, Base Hospital 
No. 102, which was expanded into a composite 
hospital center with the Italian Army, until 
February, 1919. He was American Red Cross 
Commissioner to Serbia and surrounding ter- 
ritory and Director of the anti-typhus fever 
campaign in the Balkan States until August, 
1920, when he returned to the United States. 
Among his several subsequent appointments 
was that of Librarian, Army Medical Library, 
Washington, from 1932 to 1936. In World 
War II he was chief of the allied military 
government in a large area of Italy and for 
two years after the war was chief of the 
military government in the United States 
zone of Austria. He went to Tokyo in July, 
1949, serving as chief surgeon in the Korean 
campaign. He suffered a shrapnel wound in 
his shoulder while flying in Korea last year. 
He retired from the army at the end of 1951 
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after 35 years of service. 

One of General Hume’s last acts was his 
presentation just a week before his death of 
an emblem to Prime Minister Winston 
Churchill which made the British statesman 
a member of the Order of the Cincinnati, 
American patriotic society of which General 
Hume was President. 

General Hume won two distinguished serv- 
ice medals, the silver star with two clusters 
for gallantry in action, the legion of merit, 
and the soldier’s medal for heroism in saving 
the lives of Italian civilians trapped by a 
bomb explosion in Naples. The Army gave 
him two bronze stars and the Navy an addi- 
tional bronze star for heroic achievements. 
He wore the Purple Heart with two clusters. 
Many foreign countries decorated him for his 
work in combatting typhus fever and other 
epidemics. 

General Hume was a Diplomate of the 
American Specialty Boards for Neurology, 
for Internal Medicine, and for Preventive 
Medicine and Public Health. He was Presi- 
dent of the Association of Military Surgeons 
of the United States in 1947-48. An Honorary 
Fellowship in the International College of 
Surgeons was conferred upon him in 1949. 


RUDOLF DEMEL 
M.D., F.I.C.S. 


Prof. Dr. Rudolf Demel of Vienna, Austria, 
died on January 3, 1952. Dr. Demel was chief 
of the Department of Surgery of Rudolf 
Spital, Vienna. He was a Fellow of the In- 
ternational College of Surgeons and a member 
of the Austrian Chapter of the College. 


THOMAS BARRETT BOLAND 
M.D., A.LC.S. 


Dr. Thomas Barrett Boland of Chicago 
died in New York City on February 21, at 
the age of 66. 

Dr. Boland was born in Carbondale, Penn- 
sylvania, and received his preliminary edu- 
cation at Mansfield Teachers College, receiv- 
ing a B.S. degree. He graduated from the 
Loyola University School of Medicine in 1910, 
and served an internship at the State Hos- 
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pital, Scranton, Pennsylvania, and residencies 
in surgery at Robert Burns Hospital, Chicago, 
from 1915 to 1918. He was chief surgeon at 
the latter hospital from 1923 to 1943. Post- 
graduate work included courses at the Rosen- 
wald Clinic and Cook County Hospital. 

For the duration of World War I, Dr. 
Boland was assigned as surgeon to the Wins- 
low Shell Plant. He was a member of the 
surgical staffs to Walther Memorial and West 
Suburban Hospital. He was instructor in 
surgery at Loyola University School of Medi- 
cine from 1915 to 1923. 

Dr. Boland was a member of the American 
Medical Association and the American Associ- 
ation of Railway Surgeons, and an Associate 
of the International College of Surgeons. 


LOUIS LEHRFELD 
M.D., F.I.C.S. 


The death of Dr. Louis Lehrfeld of Phila- 
delphia occurred on February 6. Dr. Lehr- 
feld specialized in ophthalmology. He was 
born in Philadelphia in 1890 and received his 
M.D. degree from the Medico Chirurgical 
College in 1912. He graduated from the U. S. 
Naval Medical School in 1914 after serving 
an internship at Philadelphia General Hos- 
pital. 

Dr. Lehrfeld’s teaching appointments in- 
cluded an instructorship at the Graduate 
School of the University of Pennsylvania from 
1925 to 1927; lecturer, Postgraduate Con- 
ferences, Philadelphia County Medical Society, 
1934 to 1948; and graduate instructor in 
ophthalmic surgery, American Academy of 
Ophthalmology in 1947. He was a member 
of the surgical staffs of Wills Eye Hospital, 
Jewish Hospital, and Philadelphia General 
Hospital. 

Dr. Lehrfeld was a diplomate of the Amer- 
ican Board of Ophthalmology, a Fellow of the 
Ophthalmic Section of the College of Physi- 
cians of Philadelphia, a Fellow of the Amer- 
ican Medical Association and of the 
International College of Surgeons, and a mem- 
ber of the American Association of Railway 
Surgeons and the Pan-American Association 
of Ophthalmology. He was a past president of 
the Solomon-Coles-Cohen Medical Literature 
Society. He contributed extensively to the 
literature on ophthalmology. 
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MEDICINE ILLUSTRATED 


An outstanding achievement in British medical journalism 
Medicine Illustrated has established its reputation as the foremost 


ILLUSTRATED MEDICAL JOURNAL 


Expertly written Profusely illustrated Practical contributions 
Clinical articles th d di —" 

by eminent medical ee a 
authorities clinical photographs treatment 


Editorial Board 
Chairman: THe Rr. Hon. Lorp Horper, G.c.v.0., M.D., F.R.C.P. 


ANDREW Monro, M.D., F.R.C.S. 
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A. P. CAWaADIAS, 0.B.E., M.D., F.R.C.P. D.M.R.D. . 
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MEMBERS 


The Surgeon's robe is the closed Geneva style with bell sleeves and inner 
sleeves. The color is ruby wine with medicine green and science gold colors 
in the velvet facing, and royal blue chevron bars on the bell sleeves. 


Fellows are privileged to wear the hood. The hood is the Doctor's style with 
medicine green velvet. The field is maroon, and the chevron contains the 
official colors of the University that conferred the Doctor's degree. The cap 
matches the gown, and has a medicine green hat band and gold tassel. 


All outfits are made to order to individual measurements. The cap, gown and 
hood costs $75.00, the cap and gown, $59.50. Payment is to accompany the 
order. 


An order placed now for the Cap, Gown and Hood will assure delivery in 
time for the Convocation at the Seventeenth Annual Assembly of the United 
States Chapter, Chicago, Illinois, September 2 to 5 inc., 1952. 


OFFICIAL OUTFITTERS FOR I. C. S. 
Write for catalogue and measurement chart 


BENTLEY & SIMON, Inc. 


7-9 West 36th Street New York 18, N. Y., U.S.A. 
Established 1912 























WHAT MAKES A.S.R. TH 


ualtij BLADE 


SHARPNESS? . . that is micrometrically uniform throughout the entire length 
of the cutting edge .. . one blade to another. Taper inclina- 
tion of wedge angle and overall thinness of blade proper 
which better facilitates unobstrucied incisal penetration. For 
sharpness, A.S.R. Blades are unexcelled! 
















RIGIDITY? .... of a degree scientifically provided by the blade-lock of the 
Handle, normally adequate to comp te for the lateral 
pressure demands of the many varying procedures of the sur- 
gical category. For all-purpose rigidity, A.S.R. Blades are 
unsurpassed! 





STRENGTH? .... as provided by a superior process of treating surgical steel. A 
method which insures keener edges that 


last longer under the exacting perform- ASR meses 

ance requirements of surgery. An A.S.R. BUDGET-SAVING 

Blade Exc.usive! ECONOMY, TOO! ' 
-.-blade-wise and , 


ORDER TODAY through your price-wise 
dealer and check on our attractive ‘ 
quantity purchase plan. 


A.S.R. CORPORATION, 315 Jay Street, Brooklyn 1, N. Y. 




















IT’S EASY TO DO BONE PLASTIES! 


Unique bone crumbs are easily obtained with the Tower 
Bone Crumbing Mill. These are physiologically and 
structurally superior for use in bone grafts, arthrodeses, 
cavity plasties, bone restorations, facial reconstructions, 
spinal fusions, spinal arthrodeses, and as an excellent 


osteogenic foundation for massive grafts. 


Easily operated and cleaned, the Bone Mill is simply 
assembled (no nuts, bolts or screws to adjust) and can 
readily be sterilized. There is no contamination or loss 
from flying bone chips, as finished bone crumbs fall 





No. 601 Tower Bone Crumbing Mill 
Now available for immediate shipment 


Write today for information on this Bone Crumbing Mill 


The TOWER COMPANY, Ine. 


directly into container. 


Fifth and Stevens 


P. O. Box 3181 
GENEVA, ILLINOIS 


SEATTLE 14, WASHINGTON 














¥ x 
Diamonds 
In Penn 
Instruments 






. .. of course, we refer 
to the new Ochsner 
“Diamond Jaw” needle 
holder* and, of course, you know Cochrane 
would stock it in all sizes. Mayo-Hegar type 
needle holders in stainless steel with Ochsner 
“Diamond Jaw” — up to 7” $24.50; 8” 
$28.60; 10%” $28.95. 


NEEDLE HOLDER 











New Steeline 
Treatment Room Suite 


*Unconditionally guaranteed for 1 year. 
Modern New Steeline Treatment Room Furniture 
has all the refinements in design detail that the 


a Correspond ia en Espanol | 
sa EN,, a 
| physician has asked for: foam-rubber-cushioned, 


k } | body-contour top on treatment table; magnetic 
L.W. McHugh, . 
/ Saeliine. | latches on doors of all pieces; recessed bases; 
Was Se full-rounded corners; brilliant, permanent new 
VY; yl ly color finishes. Complete information on request. 
/ PHYSICIANS’ SUPPLIES, Inc. 


133 EAST 58th STREET .NEW YORK 22,N.Y. A. S. ALOE COMPANY 
General Offices: 1831 Olive St., St. Louis 3, Mo. 















James F. Best, 


PHONE—PLaza 3-5533, 3-5534, 3-5491 








CASTS REMOVED 


QUICKLY AND SAFELY 
WITH THE 


Fgh cass cutter 


For cutting a window, bivalving, or removing a complete cast, the 
Stryker Cast Cutter provides exceptional plaster room efficiency. 
It saves many important minutes for doctors and nurses . . . spares 
the patient needless pain and discomfort. Designed with a new-type 
oscillating blade, the Stryker Cast Cutter operates at high speed to 
cut only the rigid plaster with maximum convenience and safety. 

















STRYKER WALKING HEELS... 
make the walking cast easy to apply ... much more comfort- 
able for the patient to wear. 











Write for complete information. 
ORTHOPEDIC FRAME COMPANY . Kalamazoo, Michigan 
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By 
Harold L. Foss, M.D. 


Danville, Pa. 





The Clamp for Both 


Lower Sigmoidal Resections 
High Total Gastric Resections 


This curved clamp was devised to facilitate end-to- 
end anastomoses of certain segments of the gastro- 
intestinal tract, especially in low resections of the 
sigmoid at, or close to, the anterior peritoneal re- 
flection. It has proved equally valuable in total 
gastrectomies, being of great aid in carrying out 
the anastomosis between the lower esophagus and the 
jejunum following total removal of the stomach. 







The instrument is not a crushing clamp. Its long, 
slender, smooth blades are designed to permit anasto- 
mosis of the bowel, or esophagus, or stomach, as the 
case may be, without crushing or injuring the involved 
organs, so as not to impair healing of the anastomosed 
segments. 


The jaws effectively hold the structures in apposition 
during suturing and are so curved and formed that they 
reach deeply into cavities often difficult to reach, the 
handles being so shaped that they may be readily held 
by the assistant and yet be out of the way of the 
surgeon. 


Instrument Makers To The Profession Chrome Plated 


\ $29” each . 
L Mueller and Company 320-330 So. Honore St. Chicago 12, Ill. 


© COMPRESSION FRACTURES 

© OSTEOPOROSIS WITH KYPHOSIS 
¢ ADOLESCENT EPIPHYSITIS 

© MARIE STRUEMPELL’S SPONDYLITIS 








No. | — Reprint of "FRACTURE OF THE SPINE — NEW 
TREATMENT WITHOUT PLASTER CASTS.” 


(Eugene L. Jewett, M.D.,—Journal of International College 
of Surgeons, April 1950—Vol. 13, No. 4 pp. 407-414) 


No. 2— Booklet of "SPECIFICATIONS AND DATA, J-35 
HYPEREXTENSION BRACE." 


Upon request 














JEWETT 
HYPEREXTENSION BRACE 





INCORPORATE O—— 


913 Kuhl Avenue Orlando, Florida 
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COOK COUNTY 
GRADUATE SCHOOL OF MEDICINE 


Preassembly Postgraduate Courses of the International 
College of Surgeons 


July 14 - 26, 1952 








By arrangement with the United States Chapter of the International College 
of Surgeons, Preassembly Postgraduate Courses will be presented at Cook County 
Graduate School of Medicine July 14-26, 1952. These courses include General 
Surgery, Gynecology and Obstetrics, Orthopedic Surgery, Urology, Proctology 
and Basic Science in Clinical Surgery. 





Cook County Graduate School of Medicine also offers formal and clinical 
courses throughout the year in all branches of Medicine, Surgery and the special- 
ties. The courses are presented by members of the Attending Staff of Cook 


County Hospital. 


For information address 
Registrar, 707 South Wood Street, Chicago 12, Illinois 

















APPLICATION FOR SPACE IN THE SCIENTIFIC EXHIBIT 


INTERNATIONAL COLLEGE OF SURGEONS 
UNITED STATES CHAPTER 
CHICAGO, SEPT. 2-5, 1952 


Fill Out and Mail To: 

H. R. Heberlein, Director of Scientific Exhibits 
Jackson Clinic 

16 South Henry Street 

Madison 3, Wisconsin 


. Description of exhibit (attach a description sufficiently informative for the Committee of Ex- 
hibits to use in preparing the printed abstract for the program): 


. Exhibit will consist of (check which): 
Charts and posters Moulages Photographs Drawings 
Roentgenograms Specimens Other material 
. The following equipment will be used (check which): 
Cabinets View boxes (to be furnished by the exhibitor) 
Microscopes Other equipment.... 
. Booth requirements (standard booth is 9 ft. deep, 10 ft. wide): 
Length of back wall desired 
Minimum requirements 
. Name of exhibitor: 


Zone No. 


























N. BE W. . ready-to-use 


antibiotic combination 





























| Combiotic’ 


aqueous suspension 





Penicillin and Dihydrostreptomycin) 


provides in each disposable cartridge or 2 cc. dose from vial 
Penicillin G Procaine ....... . .400,000 units 
Dihydrostreptomycin (as the sulfate). . . .0.5 Gm. 








Supplied: 





Single injection B-Di disposable cartridge syringes; 10 cc. 
“drain-clear” vials containing 5 doses. 


clinically preferred... 


in the treatment of certain mixed infections of the urinary 
tract, acute gonococcal infections, in selected cases of sub- 
acute bacterial endocarditis, and in surgical prophylaxis 


because of these advantages... 
* no mixing or reconstitution necessary 
* microparticle suspension flows easily through 22-gauge 
needle 
¢ drain-clear cartridge and vial means ability to withdraw 
full labeled volume 


* buffered for stability; maintains full potency for one year 
under refrigeration 

also available as Combiotic* P-S (dry) in 3 cc. vials con- 

taining 300,000 units Penicillin G Procaine Crystalline, 

100,000 units Buffered Penicillin G Sodium Crystalline, 

1 gm. Dihydrostreptomycin as the sulfate; easily prepared 

by addition of sterile aqueous diluent. 


*Trademark, Chas. Pfizer & Co., Inc. 
{Trademark, Becton, Dickinson and Company 


Antibiotic Division CHAS. PFIZER @ Co., INC., Brooklyn 6, N.Y. 





48 HouRS of therapeutically effective blood 
levels, preceded by a very high initial 
peak, can be achieved with a single I-cc. dose of 
ApsociLuin 800M, Abbott’s new high concentra- 
tion penicillin preparation. 

Dual effect: When diluted for injection, each 
cc. contains 200,000 units of soluble penicillin G 
potassium for an initial high peak plus 600,000 
units of slowly absorbed penicillin G procaine 
for effective blood levels for 48 hours. 

Small dosage: For mild to moderately severe 
staphylococcic and streptococcic infections, 1 cc. 


Abbocillin 800M 


Penicillin G Procaine and 
Buffered Penicillin G Potassium 


for Aqueous Injection, Abbott 


800,000 UNITS PER CC. 


High Potency... 
Prolonged Effect 


with new 800,000-unit 
per cc. penicillin 


every 48 hours, or 0.5 cc. every 24 hours, appears 
adequate. For pneumococcic pneumonia without 
bacteremia, the same dosage until temperature 
has been normal for 48 hours. For acute gonorrhea 
and gonococcic urethritis, a single injection of 0.5 
cc. is usually sufficient for cure. 

True repository: AssociLiin 800M is a true re- 
pository:preparation especially useful in conditions 
where repeated injections are inconvenient or in- 
advisable. On a unitage basis it is economical to ad- 


minister. Suppliedin l-cc. and 5-cc. Abbott 
vials, singly and in boxes of 5 vials. 


Median Curve of Blood 
Concentrations Found 
After Injection of -1 cc. 
of ABBOCILLIN 800M— 
800,000 units/cc. 


(Dota from Romansky and Gezon) 

















UNITS PER CC. 





























